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Abstract
Phenomenological similarities between spiritual crisis and psychosis have proved 
problematic for clinicians. Difficulties in discerning between the two are partieularly 
challenging as is knowing how and when to intervene. Research has suggested these 
experiences hold potential for growth and transformation and has recommended that Early 
Intervention for Psychosis (EIP) clinicians facilitate these conversations with clients. Little 
has been published about how EEP clinicians might respond to a elient presenting with a 
spiritual crisis and how this might be understood from a team or individual perspeetive, 
which this study aimed to address. Twenty-seven clinieians from four EIP teams were 
recruited using a purposive sampling strategy. Focus groups were conducted with each team 
using a vignette of a possible spiritual crisis to stimulate discussion. Thematic analysis was 
used to analyse data, which produced four main themes: 'Tentative exploration of client 
belief system', 'Discerning the spiritual and/or psychotie nature of the experience', 'Managing 
limited resources' and 'Religion as taboo'. Results suggest that elinicians struggle to meet 
competing demands from the client, team, profession and society. Although they attempt to 
categorise the experienee, some spoke of tolerating ambiguity and holding a not-knowing 
position. Discussing spirituality and drawing on their own beliefs was discussed as 
something potentially helpful and potentially damaging. Fear of reprisals in terms of serious 
case reviews was partieularly salient and often formed a barrier to engaging with spirituality. 
Lack of training and clear guidelines regarding how to ethically and appropriately engage 
with spirituality was diseussed. Provision of training and formal guidance is recommended. 
Once clinieians feel more comfortable with this, suggestions from other research about 
reframing the experience as transformative with potential for growth ean be evaluated 
empirically. However, implementation is unlikely to succeed eurrently given clinieians 
reservations about engaging with spirituality.
Keywords: spiritual crisis; anomalous experience; spirituality; psychosis
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Introduction
Spirituality as it relates to psychosis has been much debated; notwithstanding the 
extent to which these two concepts have been debated in their own right. Universally 
accepted definitions of these concepts have been elusive for many reasons.
Definition of spirituality and psychosis is difficult due to the idiosyncratic nature and 
phenomenological variance of such experiences (e.g. Bentail, 2003). Moreover, 
spiritual crisis is described as on a continuum with psychosis (Claridge, 2010; 
Fenwick, 2010; Jackson and Fulford, 1997). Research literature exploring these 
experiences (spiritual crisis and psychosis) as related to each other is scarce. This 
paper adds further understanding to this area from the clinician perspective.
A brief note on definition is warranted before progressing. Critiques on 
diagnosis are noted elsewhere (e.g. Bentall, 2003; Parker, Georgaca, Harper, 
McLaughlin and Stowell-Smith, 1995) and will not be repeated at length here; 
however they are relevant to the topic of this paper. Diagnosis can be seen as 
occurring within a particular context, at a particular point in time, by particular 
professionals and therefore subject to changing assumptions and understanding 
regarding reality and rationality (Good, 1996; O’Connor and Vandenberg, 2005; 
Parker et al., 1995). This critique can similarly be applied to the concept of 
spirituality. Consequences of labelling can include stigma, job loss, social exclusion, 
hospitalisation, diminished sense of self, disempowerment, medication and 
monitoring by mental health services. These 'side effects' could result in more 
distress than the actual 'disorder'. This is somewhat supported by a qualitative 
investigation by Brett et al., (2007) where a number of participants described the 
diagnostic process as resulting in confusion and helplessness, as well as some of the 
consequences previously mentioned.
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It has been highlighted that spiritual experience/crisis is frequently 
misdiagnosed as psychosis, despite DSM including 'Religious or Spiritual Problem' 
(APA, 2005) and general guidance (extra to DSM) being provided (O’Connor and 
Vandenberg, 2005). Definition therefore is important - particularly given the noted 
difficulties of doing so reliably. As such, the chosen definition for this paper for 
psychosis is:^
“symptoms that alter a person’s perception, thoughts, affect, and 
behaviour...deterioration in personal functioning...memory and 
concentration problems, unusual behaviour and ideas, disturbed 
communication and affect, and social withdrawal, apathy and reduced 
interest in daily activities...hallucinations and delusions...usually 
accompanied by agitation and distress” (p.4, NICE, 2009).
Spirituality must also be defined here if one is to gain clarity over 'what' 
exactly we are discussing. For the purposes of this paper the following definition will 
be usedh
"Spiritual experience then is described as involving a sense of 
connectedness and transcendence including an intense affective 
component, holding personal meaning and ultimately accessible to all, 
whether religious or not (definition adapted from Swinton, 2001" (p. 6,
Oliver, 2012).
However, it is important to acknowledge critiques associated with the concept or 
definition of spirituality (e.g. Swinton, 2006). In particular, its idiosyncratic and
 ^This definition and term is used henceforth with the understanding that the author does not accept 
the concept and description uncritically or as an accepted truth.
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subjective nature alongside its changing position relative to culture, society, history 
and politics, are relevant complicating factors (Pesut et ah, 2008).Spiritual crisis has 
been conceptualised in various ways in relation to psychosis (e.g. Grof and Grof, 
1986) including it as distinct from psychosis, as part of the same continuum with 
some overlap or as indistinguishable from psychosis (Claridge, 2010; Fenwick, 2010; 
Jackson and Fulford, 1997; Leavey, Dura-Vila and King, 2012; Lukoff, 1985). A 
definition then for spiritual crisis:
“loss of boundaries or groundedness...(sometimes) experienced as a blissful 
state of unity with the whole...loss of bearings...timelessness...managing the 
transition back to construed reality after the experience generally (but not 
invariably) occurs naturally and after a short space of time” (Clarke, 2010 
p.108-109).
Such difficulties in taxonomy (for all these phenomena) may leave clinicians 
unequipped in supporting clients. This might result in clients feeling uncontained, 
confused and distressed at an already bewildering time. However, it has also been 
highlighted that: “Conventional distinctions between ‘psychotic’, ‘unusual’ and 
mystical/transpersonal’ experience are not only far from clear-cut, but might well be 
fundamentally misguided and philosophically unsustainable” (House, 2010 p. 90).
Many terms have been used to describe experiences within the literature that 
refer to the phenomenological/conceptual similarities between spiritual crisis and 
psychosis. These have included transliminal, spiritual emergence, schizotypy, out of 
the ordinary experience and anomalous experience (Schofield, 2012). The term 
anomalous experience (AE) is increasingly used in the literature to refer to such 
experiences (e.g. Murray, 2012). For clarity of expression this term will be used
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henceforth to denote experiences understood as spiritual crisis, psychosis or similar. 
This aims to capture the essence of the experience without necessarily categorising 
or pathologising it.
Given the potential phenomenological similarities between spiritual crisis and 
psychosis (e.g. Brett et al., 2007; Jackson and Fulford, 1997; Heriot-Maitland,
Knight and Peters, 2012), there is a danger in misconstruing the experience thus 
leading to negative outcomes (Kaminker and Lukoff, 2013). For those favouring a 
biomedical view, they could fear not 'treating' a potentially harmful psychosis and 
prolonging the duration of untreated psychosis (Marshall et al., 2005). Similarly, 
those taking a more holistic view may be concerned about pathologising and 
invalidating what some understand to be a healthy and transformative spiritual 
experience (e.g. Brett, 2010). Guidance for how to discern the nature of AE has been 
provided by Lukoff (1985) and Grof and Grof (1986) amongst others, yet confusion 
remains due to phenomenological similarities (Oliver, 2012).
Jackson and Fulford (1997) suggest the meaning of the experience to the 
client can assist the clinician in discerning whether it is 'psychosis' or 'spiritual'. They 
suggest facilitating integration or embedding the experience in line with the client's 
values. This has been described as useful for clinical and non-clinical populations 
(Heriot-Maitland et al., 2012, Jackson and Fulford, 1997).
Others have suggested that if integrated in a helpful way, AE has potential for 
growth and transformation (Brett, 2010; Clarke, 2010; Swinton, 2001). Moreover, a 
longitudinal study found that positive spiritual appraisals/coping helped young 
adults’ adjustment and meaning-making regarding poor mental health (Phillips and 
Stein, 2007). Despite widespread acceptance that 're-framing' the AE with a view to 
integration and validation can be beneficial, it seems that clinicians can struggle with
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this and lack clear guidance. However, evidence regarding the impact of spirituality 
on mental health is mixed, with studies demonstrating both negative and no effects 
on outcomes (e.g. Koenig, 2009, Rasic et al., 2009, Rasic et al., 2011, Rosmarin et 
al., 2012).
The appraisal of AE is noted as important in how clients make sense of the 
experience and influences progression to 'psychotic' symptoms (Garety et al., 2001, 
Heriot-Maitland, 2008). Institutions are described as supporting, mediating or 
constraining clients’ meaning-making processes (Larsen, 2004). Therefore, clinicians 
have an important role in facilitating the appraisal process and potentially in 
preventing psychosis. Heriot-Maitland (2008) proposes a framework for assisting 
clients in re-framing or appraising AE as something with a psychological function to 
be understood, rather than eliminated. Furthermore, it has been suggested that this 
process should happen in the early stages of AE to improve prognosis (Heriot- 
Maitland, 2008, McGorry, 1995). Clinicians in early intervention for psychosis 
services (EIP) may be best placed to facilitate this process, as they are most likely to 
encounter individuals in the early stages of AE (Heriot-Maitland, 2008). Yet, 
research in this area is lacking. However, a qualitative study using interpretative 
phenomenological analysis interviewing 12 people who had had AE found most of 
the non-clinical sample had received validating messages from others, whilst the 
clinical group had received mostly invalidating messages. Although a small study, 
this highlights the potential importance of support offered by clinicians (Heriot- 
Maitland et al., 2012).
It is generally recognised that spirituality is pertinent to clinical work (e.g. 
Neeleman and King, 1993). However, discussion of spirituality seems problematic 
for clinicians for a number of reasons, including fear of intrusion or coercion
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(imposing beliefs), fear of getting it wrong and role incongruence (Swinton, 2001). 
Others reasons for this difficulty have been suggested (e.g. Jackson and Coyle,
2009); yet there may be wider issues, not least broader organisational or systemic 
factors. Moreover, this may be further impacted by differences between professions 
regarding their views on the importance of spiritual care and spirituality (El-Nimr, 
Green and Salih, 2004).
A qualitative study with 'religious' psychiatrists found they viewed discussing 
spirituality as important yet fail to do so due to fear of repercussions (Dura-Vila, 
Hagger, Dein and Leavey, 2011). Unfortunately, this study did not address views of 
'non-religious' psychiatrists; it does however highlight some of the challenges faced 
by professionals. The participants cited lack of training, maintaining professional 
credibility, cultural context and secularity in the UK, as preventing engagement with 
spirituality. One might expect reframing AE to be particularly difficult for those 
working with psychosis, perhaps due to fears mentioned previously notwithstanding 
concerns about "thought policing" (p.245, Kingdon, et al., 2010). The increasing 
secularity in society (Taylor, 2007) may further constrain discussions about 
spirituality. From the client perspective, it has been noted they avoid discussing 
spirituality due to fear of being pathologised and/or hospitalised (Huguelot et ah, 
2006).
A recent literature review (Oliver, 2012) aimed to establish how mental 
health professionals work with AE. It found Transpersonal psychology and Cognitive 
Behaviour Therapy made the greatest contribution theoretically to the literature, in 
terms of understanding and suggesting how to normalise and promote integration of 
AE. The review concluded that AE have potential for transformation and growth and 
clinicians should facilitate client integration of such experiences (Oliver, 2012).
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Unfortunately, these contributions though noted, are still quite scarce and do not 
address evaluation or outcomes.
Clinicians working in EIPs will likely have their own explanatory models for 
understanding AE, which might be influenced by factors including their profession, 
personal beliefs, values, personality and perceived team perspective (Johnson and 
Friedman, 2008, Oliver, 2012). These would require negotiation in terms of practice 
that is: ethical, in line with organisation and service expectations and congruent with 
one's own moral code. However, multidisciplinary team (MDT) working potentially 
makes this challenging and prone to disagreements due to inter-professional and 
team dynamics, personal beliefs, team cohesiveness, hierarchy and professional 
differences (Lankshear, 2003).
As such, it seems important to explore how EIP teams might respond to AE 
and how they might negotiate such cases inter-professionally in light of the 
difficulties discussed previously. Focus-groups offer the best opportunity to witness 
negotiation in a team environment whilst observing team dynamics in action. 
Therefore, the current study used focus groups with EIP teams to explore responses 
to and discussion of a 'new' referral to the team in the form of a vignette, to answer 
the following research questions:
1) How do clinical professionals working in early intervention for psychosis 
teams or 'prodromal' teams experience the discussion/negotiation of spiritual 
experience with clients?
2) How is this negotiated within the team inter-professionally?
3) How might this be understood from a team and/or individual perspective?
11
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Method
Design^
Focus groups allowed the opportunity to witness inter-professional negotiation and 
group process in action, whilst exploring a range of views. Qualitative methods are 
described as the most useful for exploring AE (Murray and Wooffitt, 2010). Due to 
potential discomfort with speaking openly in the sometimes hierarchical MDT 
setting, an email follow-up was incorporated into the design.
Participants
A  purposive sampling strategy was used to recruit clinicians from four Early 
Intervention for Psychosis Teams (EIP) in the South-East of England. At least fifteen 
teams were approached; however only four participated. The sampling strategy 
aimed to explore the topic from the perspective of a number of EEP's. Recruitment 
ended when data saturation was reached (Carlsen and Glenton, 2011). This sample 
size was also deemed appropriate due to the rich accounts provided by participants 
(Carlsen and Glenton, 2011). The aim was to have at least one person from each EIP 
profession in each focus group. It was hypothesised that ethnic diversity of the 
populations served by these teams might influence how clinicians discuss spirituality. 
As such, teams were selected to represent some diversity in this regard, guided by 
UK deprivation and ethnicity indices (DCLG, 2011; ONS, 2011) and described in 
terms of comparison to the UK average. The boroughs served by teams 1 and 2 were 
among the most ethnically diverse with high levels of poverty (DCLG, 2011; ONS, 
2011). The population served by the third team (inner city) was reasonably wealthy 
(ONS, 2011) with less ethnic diversity relative to the aforementioned teams of the
 ^The University Coordinator of Service User & Carer Involvement was consulted during 
development of the project.
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same city. The fourth team was in a suburban location in South-East England and 
served one of the least deprived areas in the UK, with limited ethnic diversity (ONS, 
2011).
Twenty-seven clinicians participated (19 women and eight men, age range: 
20-65 years, m=41 years). Number of years spent working in their profession ranged 
from one to 35 (m=12years). Time spent working in the particular EIP ranged from a 
few weeks to ten years. Focus groups had between 5 to 8 participants each. Further 
details on participant characteristics are in table 1. Inclusion criteria were that 
participants must give formal written consent to all aspects of the project and must be 
EIP clinicians in a client-facing capacity.
Research materials
A demographic form was used to gather details including age, gender, ethnicity, 
spiritual/religious beliefs and duration in profession and in the EIP team (Appendix
4). A topic guide was designed to address topics relevant to the literature and 
research questions (Appendix 5) and was piloted with a group of mental health 
professionals. This guided, rather than directed, discussions which allowed 
exploration of issues raised by participants.
A vignette (Appendix 6) was developed which aimed to be ambiguous in 
terms of the presenting problem. Its format was of a new referral to the team. Content 
was drawn from the literature regarding the phenomenological aspects of a spiritual 
crisis which might be at times understood as or overlap with a psychotic episode e.g. 
Heriot-Maitland, et al., (2012). The first version was written by the researcher and 
circulated to key professionals/informants to refine it and establish its 
appropriateness in terms of being adequately ambiguous, whilst still representing
13
Table 1 Characteristics of participants
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Ethnicity N (%)
White British 16 (59%)
Black African/Caribbean 4 (14%)
Indian 2 (7%)
British Pakistani 1 (4%)
Spanish 1 (4%)
Latin American 1 (4%)
Mauritian Indian 1 (4%)
Greek 1 (4%)
Spirituality
Christian 10 (37%)
Agnostic 7 (25%)
Atheist 4 (14%)
Hindu 2 (7%)
Muslim 1 (4%)
Sufi 1(4%)
Other 2(7%)
Profession^
Community Mental Health (Psychiatric) Nurse 7 (25%)
Clinical/Counselling Psychologist 6 (22%)
Social Worker 5 (19%)
Occupational Therapist 3(11%)
Psychiatrist 2 (7%)
Support worker 2 (7%)
Carer support worker 1 (4%)
Medical student 1 (4%)
Trainees for each profession are counted together with qualified staff.
14
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sufficient features of both types of experience (spiritual and psychotic). Key 
informants were clinicians and academics who had experience in their respective 
field (i.e. psychosis or spiritual crisis) clinically and/or academically. The vignette 
was adapted according to comments received (Appendix 7). The use of vignettes has 
been identified as having great potential to capture information on complex and 
reflexive concepts such as values or ethical beliefs that can otherwise be difficult to 
elicit through standard interview formats (Wilks, 2004). More specifically, it has 
been suggested that vignettes are an effective means of generating data on mental 
health professionals’ assessment decision-making about clients (Eeles, Lowe & 
Wellman, 2003). Finally, in this study, it was felt that the use of the vignette would 
focus participants’ attention on ambiguous clinical experiences rather than limit their 
discussions to clear cut psychotic cases (Eeles et al., 2003).
Procedure
Upon receipt of a favourable ethical opinion from the Faculty of Arts and Human 
Sciences Ethics Committee at the University of Surrey (Appendix 8), EIP teams were 
approached and permission in principle"  ^(from the team as a whole) was elicited 
prior to initiating formal NHS Research and Development (R&D) applications. Once 
R&D approval was granted (Appendix 9), the researcher returned to the EIP teams to 
offer further information (Appendix 10), obtain formal written consent from 
individual clinicians (Appendix 11),- with the opportunity to ask further questions 
provided. Each participant completed a demographic form. A mutually convenient 
time for the focus group was agreed, with a view to minimising impact on the EIP
This was not a formal consent process but enquiry if the team would be happy in principle to be 
involved in the project.
15
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working week. Focus groups mostly took place during a continuing professional 
development slot and lasted approximately one hour.
Participants read the vignette at the start of the focus group, with subsequent 
discussion guided by the researcher’s use of the topic guide and exploration of areas 
thought to be salient. Time was allowed afterwards for debriefing. Focus groups 
were digitally recorded, transcribed verbatim by the researcher and identifying 
information was removed or anonymised.
Several days later, participants were emailed to enquire whether they had felt 
able to speak freely and whether there was anything they wanted to add they perhaps 
had felt uncomfortable sharing during the focus group. Email responses were 
included in the final analysis. All participants reported feeling able to speak openly. 
Analysis
Data was analysed using thematic analysis as described by Braun and Clarke (2006). 
The flexibility of thematic analysis in not being affiliated to any particular 
phenomenological stance, was important in determining its use here, as it enabled a 
flexible approach to analysis. Moreover, it has been described as well suited to focus 
group research and is of particular use in "elucidating the specific nature of a group's 
conceptualisation of the phenomenon under study" (p.212, Joffe, 2012). This is 
because it aims to identify patterns/themes across individuals and can also access 
latent meaning (Braun and Clarke, 2006) - that which may not be readily or 
explicitly expressed during group discussions but which may be of particular 
importance or relevance.
Analysis followed the six stages outlined by Braun and Clarke (2006). 
Familiarisation with the data began with the researcher transcribing the data verbatim 
and then reading transcripts a number of times. During this stage, notes were made to
16
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identify potential areas for coding. The second phase involved identifying 
meaningful chunks of text relevant to the research questions and that were of 
particular interest. These were coded using NvivolO. Each chunk of text could be 
assigned to multiple codes as appropriate. Labels for each code were developed and 
extracts were grouped into relevant codes. These were reviewed to ensure each code 
included sufficient supporting text and resulted in 36 initial codes (Appendix 12).
The next stage was to group codes into meaningful initial themes which were 
discussed and reviewed with the researcher's supervisor. These were further refined, 
defined and named, resulting in four over-arching themes. A Field Supervisor (also a 
participant) looked at preliminary results in the form of themes and subthemes, as an 
external validity check. Themes remained unchanged as a result. Writing the 
analysis then commenced.
Epistemological stance
Epistemology or "the theory of how things can be known" (p. 525, Robson, 2011), is 
important to consider, particularly within qualitative paradigms. The epistemological 
stance of the study is best described as critical realist (Lopez & Potter, 2001): the 
reality of the phenomena under investigation is acknowledged but the only access 
available to these phenomena is through the participants’ and the researcher’s 
interpretative lenses. This ‘reality’ concerns participants’ representations but the 
possibility of these representations mapping onto actual behaviours, cognitions, 
emotions and experiences in the past and present is acknowledged too.
Reflexivity
Due to the methodology used here, the role of the researcher in making sense of 
the data is acknowledged. In engaging with the bracketing process, I must state 
my position in relation to the current topic (Tufford and Newman, 2010). I have
17
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always been interested in the relationship between spirituality and psychosis. I 
have spent many years working in psychosis research and have spiritual beliefs 
and practice. I am a member of the Transpersonal section of the British 
Psychological Society and a member of a research group working specifically 
with AE. I am a white, heterosexual, female from a predominantly working 
class background. I have a preference for qualitative research. Discussions with 
my research supervisor assisted the bracketing process.
My class of origin, family structure and gender perhaps have put me in a 
less powerful position than others. This has meant I have had to work twice as 
hard to be listened to, noticed and valued as perhaps my male, middle-class 
counter-parts. As such, I feel empathy for people given mental health diagnoses 
which can disempower and may mean they have been ignored and 
stigmatised. This underlies my preference for qualitative research, as it allows 
expression of rich accounts and gives voice to others.
Throughout the analytic process I have been vigilant to instances where 
my prior beliefs may bias my perspective in relation to the data, for example 
with certain professions or practices, and have attempted to take a balanced 
view. During focus groups, I checked out my assumptions about some of their 
statements, to ensure my prior expectations were not influencing interpretation.
I noticed a shift in my views on AE through the research process. 
Initially, I saw spiritual crisis and psychosis as two separate entities with some 
overlap. However, I have become less sure about this during the research and 
am more unsure now of where the dividing line is - should it even exist. 
Reflecting on my position regarding this has highlighted the difficulties these 
participants are subject to, regarding narratives of 'not knowing' yet being 
expected to know. These reflections have come after the analytic process.
18
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Results
Analysis produced four main themes: ’Tentative exploration of client belief system', 
'Discerning the spiritual and/or psychotic nature of the experience', 'Managing 
limited resources' and 'Religion as taboo'. These were further subdivided into 
subthemes as illustrated in table 2. An overview will briefly introduce themes to 
contextualise those that are later explored in more depth.
Analytic Overview
Participants recognised the need to offer support in the context of clients' spiritual 
models of understanding AE. Being respectful of client’s beliefs was important, with 
some participants seeking reassurance about how respectful they are. Some 
participants felt disrespect from clinicians led to client disengagement from the 
service. However, the issue of when to respectfully disagree with clients beliefs and 
assert one's power or authority as a clinician or expert was also relevant, particularly 
in contexts where increasing risk was apparent.
In line with guidelines from CBT for working with psychosis, normalising 
the experience was important (Dudley et al., 2007). They acknowledged how 
pathologising a spiritual experience could have negative consequences such as 
hospitalisation.
Determining the nature of the experience in terms of it being either 'spiritual' 
or 'psychotic' was discussed at length. Facilitating spiritual exploration was described 
as non-directive and was seen as beneficial for the client and clinician. Clinicians 
benefit as they perhaps are under less pressure to be the expert and not put in the 
position of providing spiritual support they feel unequipped for, or might be 
penalised for, at some future time.
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Table 2. Themes and subthemes
URN:6198678
Themes Subthemes
Tentative exploration of client belief 
system
• normalising beliefs and experience
• respecting beliefs and choices
• facilitating spiritual exploration
Discerning the spiritual and/or psychotic 
nature of the experience
• managing uncertainty by holding 
multiple perspectives
• using the context to 
categorise/ascertain norms
• meaning of experience to client
Managing limited resources • spirituality as a resource external to 
the self
• professionalisation of spirituality
Religion as taboo • dilemma of converging spiritual 
beliefs
• dilemma of diverging spiritual beliefs
• fear of reprisals
20
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Limited resources impact how participants support clients. Increasing cuts to 
chaplaincy services described during the focus-groups, meant fewer opportunities to 
draw on spirituality resources within the Trust. Yet past experiences where clients 
were exploited by external agencies, were a barrier to linking with appropriate 
support, despite noting the potential benefit of external agencies. It seemed, 
increasingly, that participants would much rather refer to another colleagues 
experience or a spiritual advisor, than draw on their own knowledge of spirituality. 
This was perhaps reinforced by ideas of spirituality not being their 'role'.
Difficulties with drawing on one's own spirituality were relevant. The 
difficulty was not so much whether or not the client shared the clinician's spiritual 
beliefs but how, or if, they were drawn upon. The spectre of serious case reviews was 
particularly salient. Fear of reprisals for drawing on one's own spirituality or even 
talking about it in general terms seemed problematic.
The analysis will now discuss themes deemed of particular relevance. 
'Discerning the spiritual and/or psychotic nature of the experience' seemed important 
for participants' meaning-making process and seemed important for guiding clinical 
practice. Leading on from this is 'Religion as taboo'. Once a clinician 'determines' the 
nature of the experience, they are left with the dilemma of what to do next. 'Religion 
as taboo' is influential in this regard, as it not only determines whether conversations 
about spirituality happen with clients, but how this might happen with colleagues. 
Discerning the spiritual and/or psychotic nature o f  the experience 
All groups discussed needing to establish the nature of the experience in terms of 
whether it was spiritual or psychotic. An 'other' position was not apparent, with 
considerable focus on what seemed to be two poles. It was clear this imperative to
21
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'know' seemed to be the foundation of clinical practice, in terms of directing support 
or an intervention.
However, this at times ran counter to a narrative within some therapies of 
taking a 'not knowing' position at times of uncertainty (Mason, 1993). Some have 
written (e.g. Watts and Williams, 2007) of'not knowing' being pertinent within 
mysticism and religion. In particular, articulation of a spiritual experience is 
described as problematic as it requires "conceptual distinction" (p.73. Watts and 
Williams, 2007), with Eckhart (p.73 1941 in Watts and Williams, 2007) describing 
the spiritual experience as something which defies distinction. However, the 'not 
knowing' position is incompatible with the EIP setting and expectations of the 
organisation. Attempts to negotiate this conflict are described below.
Managing uncertainty by holding multiple perspectives.
The teams discussed managing 'not knowing' or uncertainty about the nature of the 
experience. A "watch and wait" (p.45, DoH, 2001) approach was discussed, where 
they might reserve judgement for a later point after prolonged assessment. They also 
discussed conversations they might have with clients about keeping an open mind or 
'agreeing to disagree'. Here it seems the speaker might feel he 'has' the answer but 
feels uncomfortable sharing this.
CP 1.1 :^ I suppose often I just try and encourage people to think, you 
know there are multiple perspectives on these things you know 
and maybe there's elements of truth in all those perspectives.
And and some people really take to that idea and be able to 
sort of hold multiple perspectives in mind. Other people find it
 ^For key to anonymised participant codes see Appendix 14,
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really difficult and say "no no no I want to know what it is" 
sort of thing. And and and that can be difficult because you 
then sort of feel under pressure to be the one that gives them 
the answer, even if it's perhaps an answer that they don't 
particularly want.
There was some variation both across and within teams regarding who would 
'hold multiple perspectives', with the ultimate aim of promoting engagement; whilst 
at the same time holding their own private position that 'this is psychosis'. However, 
there were exceptions. N l.l  described challenging the team decision to diagnose and 
treat a client with psychosis. She involved the Trust spiritual lead, to prevent what 
she saw as a spiritual crisis being pathologised - with positive results. Thus, 
participants seemed to suggest multiple perspectives were held up-to-a-point. Some 
allude to their earlier discussion of psychiatry having the power and consequently the 
'final say' about what the AE experience 'is'. They then discussed how they as 
professionals manage this felt inter-professional conflict. The following comment 
conflicts with his earlier statement about him (CP) having the answer and therefore, 
perhaps the power in relation to the client.
CP 1.1: it's hard to imagine (laughs) that changing, given you know 
the sort of hierarchy within the NHS[ ]^we do have an 
opportunity to put our views across and it's not like they're 
always ignored, they are taken into consideration. But I think 
ultimately, that's where the power lies. Erm, so in those cases it is
 ^ [ ] denotes text removed.
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going to come down to the you know the approach and outlook of 
those people with the power and erm if they're more open to 
spiritual approaches or not.
N1.21 guess it's kind of like a game of adapting a little bit kind of to 
incorporate and sort of I suppose I don't know how to explain that 
- incorporate different perspectives even if there is a strong view 
that it's a psychotic illness or to hold other views and work with 
everything I suppose. Well that's how I've found a way of dealing 
with that conflict I suppose[ ]take a stance of not knowing erm, 
and being curious I guess.
Examples were discussed where attempts to hold multiple perspectives were 
incompatible with the setting. A psychiatrist described prescribing medication in 
some cases to test hypotheses/multiple perspectives. She was however clear that 
mostly, medication is prescribed based on reaching a clear conclusion that 'this is 
psychosis'.
PSY2.1: sometimes I have explained people 'look, this looks like this, 
there's no way of knowing right now, but we can try this and if it 
works it will also point out that it might be psychosis or not' and 
you are study that and you are you bear in mind the consideration 
that you don't really know 100% what you are doing.
There was discussion of a continuum of experiences as a way of sidestepping 
discussions of experiences being dichotomous i.e. either/or psychosis or spirituality.
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A psychiatrist commented on this as a concept aiding his understanding of mental 
wellbeing.
PSY4.1: because I think there might be continuum with mental illness and, so 
it's not actually a very clear line when you can separate those two
CP4.1: yeah yeah yes I agree
PSY4.1: so erm I guess we can't really say, I think we should look beyond 
this the dichotomy of saying he's either unwell or he has these beliefs. 
He might be that he's somewhere in between.
N4.1: like somewhere along the continuum
Using the context to categorise/ascertain norms.
Understanding the clients context was deemed important in determining the nature of 
the experience. This included family norms and concerns, culture and current or 
previous affiliations with spiritual/religious organisations. There were some inter­
team differences, with team 2 taking a more systemic view than others. Content here 
overlaps somewhat with the subtheme 'Normalising beliefs and experience' however 
the focus here is more on individual, than conceptual context of spiritual experience.
CP2.2:1 think I'd be interested erm, in the family context. See what's normal 
in the family, what their beliefs are, and see whether some of his beliefs 
are a normal part of that particular culture or that community, erm, to 
differentiate which are and which aren't.
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She goes on to talk about the importance of gaining collateral information 
from the family, to inform the team decision about the nature of the experience. 
Others (N3.1) commented on the importance of attending to the degree of 
congruence of an experience with one's family spiritual context, as even if beliefs are 
shared, going 'too deeply' into them could be problematic. The EIP are perhaps 
evaluating/defining a 'safe or acceptable degree of religiosity' - interesting from a 
service that might be defined as secular, being based on medical/scientific 
understandings.
All teams focussed on family views in the vignette. Few questioned the 
accuracy of the mother’s position. This appeared to bias clinicians’ appraisal of 
David's experience - 'if mum is concerned then we should be concerned'. One 
wonders whether this is rooted in a recent broader emphasis in mental health services 
on carer involvement.
CP 1.2:1 think if, for example, if  his mum has a really strong view that this is 
a mental illness, he needs to be medicated, then I think that might also 
shift things a bit. Whereas if she for example is very religious herself and 
she was seeing it as a religious experience, you know and he was also 
doing that, then I think that has an influence on the way that we work 
with people as well.
Previous spiritual practice seemed relevant in determining the nature of the 
experience. If the person had no affiliations with spiritual organisations and this was 
their first AE, it was more likely to be pathologised. The assumption here that 
spirituality must exist prior to a discrete spiritual crisis, perhaps conflicts with
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service-user accounts of these phenomenon (Lucas, 2011).
This nurse used personal experience to illustrate and make sense of the 
spiritual context. There appears some hesitancy and perhaps defensiveness or 
nervousness, where she laughs, points out it happened, 'once', 'a long time ago' and 
'wasn't psychotic'. One wonders about her fears of how her disclosure will be 
received by her colleagues and the possible ramifications.
N4.1:1 don't know whether it's necessarily means that you're psychotic
because. Because I remember (laughs) - {says as an aside) "disclosing a 
little bit", I once, I once felt as if I was elevated out of body when I was 
praying - this was a long time ago, but I wasn't psychotic but it was 
because I was so into it.
Team 3 negotiate what they think the experience might be. The tone used by 
some participants was quite sharp^ when questioning why colleagues might not see it 
as psychosis. This nurse later admits to having misread the vignette, however his 
colleagues reaction is illuminating.
N3.3: We wouldn't interpret this as psychosis though would we...
OT3.2: Wouldn't we?
CP3.1: Wouldn't you?
0T3.1: Wouldn’t you?
N3.3: No, I'm just sure I'm not sure
OT3.2:1 think we would
 ^ In bold for emphasis.
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N3.3: I'm not sure I'm not sure I would
0T3.1: Well what else would you be thinking, that he was having a 
spiritual experience?
N3.3: ...yeah
CP3.1 : taking aside the context of this this research, if that came in as a 
referral, someone’s hearing voices, they’re seeing things, mum is very 
worried, they’re not eating...! think we’d be quite worried about 
them.
N3.3: Hmm (long pause) sorry I missed the bit where he was hearing voices 
(perusing vignette sheet)...
0T3.1: He isn't hearing voices
CP3.1: He's hearing angels
SW3.2: Yeah, hearing angels speaking to him
0T3.1: OK...
Meaning o f experience to client.
All teams spoke of the importance of exploring the meaning of the experience to the 
client, in terms of positive and negative aspects. They all commented on David's 
quote, 'either I'm going mad or something really cool is happening'. Some discussed 
how they might take the meaning-making process forward in validating the 
experience. Validation is important in assisting the client's meaning-making process, 
however here it seemed to be used as assisting the clinician's meaning-making 
process regarding determining the nature of the experience. The following extract 
highlights the perhaps conflicting goals of helping the client to, 'understand them a 
bit more' whilst also categorising the experience. One wonders whether categorising
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(or diagnosis) negates the validation. She speaks of this as being a mental health 
concern or 'something else'. She also seems to suggest that any positive aspects of the 
experience may not actually be positive {'appear positive'), it must all be negative 
and it is her role to help him see it for what it is.
CP2.2: Erm, and I think I'd be really keen to give him him an opportunity to 
just, really describe them and their meaning to him and to try and 
differentiate those ones that, appear positive and those ones that appear 
distressing. And see whether the different starting point for those 
experiences - just to help him understand them a bit more and be able to 
express actually what he's feeling. [ ]So to, to validate the experience and 
then to explore its origin and whether it's a mental health concern or 
whether it's actually an entirely different explanation.
A psychologist spoke of a client who had AE and how his meaning-making 
process influenced formulation and diagnosis. She seems to shift from perhaps being 
tempted in believing her client, but then managing her 'not knowing' by returning to 
concepts she is familiar with such as formulation and self-esteem. It is unclear how 
she has understood this client’s experiences, since she could not believe his stories 
but neither did they diagnose him with psychosis. The team goes on to discuss how 
they might work with such a client. They speak of the function of the beliefs and 
certain beliefs being protective. It seems this could be based on a value judgement, 
with the team retaining power over which beliefs they allow the client to keep. They 
seem to view themselves as potentially damaging if they take his beliefs away, as if 
they were a tangible object. This framework perhaps makes sense within CBT,
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however within spirituality, is it the role of the clinician to take those beliefs away. 
This seems to complicate the issue of discerning the nature of the experience. To take 
away the wrong beliefs in the wrong context could damage clients, where ethical 
guidelines promote beneficence and non-maleficence (BPS, 2009, HCPC, 2012). 
Since CBT is recommended in NICE guidelines (NICE, 2014) for psychosis it is 
understandable EIP clinicians would operate from this framework, however it seems 
they can struggle with reconciling the two perspectives.
CP4.1: this gentleman sees somebody, [ ]ifs a woman he names her.
(Laughs)[ ]erm she's protected him from - he tried to hang himself and 
she saved him. She's a good guide or whatever, erm and he'd tell me erm 
she things like she gave, not lottery numbers but helped him win in 
gambling and. So it's just incredible stories and I can't believe it either I 
have no - so I just say to him I don't know what's you know what this is 
erm. But you can have a formulation can't you, you know that it makes 
him feel good about himself because he's got quite low self-esteem erm 
but yes psychosis has been ruled out. We recently had a CPA, we didn't 
think it was distressing enough for it to be a psychotic experience.
CP4.1 : but also the purpose you know, because you don't take away those 
beliefs if it if it's gonna damage him, so
N4.1: yeah
CP4.1 : some some so the understanding that some beliefs could be quite 
helpful
PSY4: yes
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CP4.1: keep someone's self-esteem intact 
N4.1: they have a function, yes!
CP4.1 : so we wouldn't be saying oh that's a load of rubbish, you know, don't 
do that. So we wouldn't even take a, you wouldn't want to take those 
beliefs away[ ]
N4.1 : if it's protective, yes
CP4.1 : if it's a protective function you wouldn't want to smash it up 
N4.1 &PSY4.1:no ^
CP4.1: so you leave it there, so and you work around it, so erm 
PSY4.1: they're adaptive aren't they 
CP4.1 : it's all important isn't it.
Religion as taboo
All teams conveyed a sense that discussing religion or spirituality, with clients or 
colleagues, was taboo and potentially harmful. They spoke of the dilemma of either 
sharing or having different religious/spiritual beliefs to a client. To an extent it did 
not seem to matter whether beliefs were shared or not, but the meaning that had for 
the clinician seemed important. Managing limited resources is relevant here. If 
colleagues felt more comfortable sharing their beliefs with each other, perhaps they 
would be better able to draw on each other's experience in a broader and less surface- 
level way. It seemed using colleagues as a resource (mentioned in earlier themes) 
was at quite a surface level. Some commented about religion being taboo in wider 
society and the sense that religion is not deemed a valid construct when thinking 
about how to manage mental wellbeing or risk. However, one wonders whether the
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sense of taboo is enhanced in the EIP setting, where clinicians guard against religious 
delusions, in a medical (and therefore some might argue more secular) setting where 
a positivist framework prevails. Might these censor discussions of spirituality in a 
sense and is there perhaps a wider fear that due to the EIP context, colleagues may 
construe one's own beliefs as psychosis.
Dilemma o f converging beliefs.
Believing the same as the client was seen as both positive and negative in different 
circumstances. However, overall participants were unlikely to draw on their own 
spirituality experience but described instances of seeing colleagues do so. One 
wonders whether these 'other' clinicians are in the minority and therefore not 
members of participating teams, or whether participants had drawn on their own 
beliefs but felt censored from saying so in the focus-group. This nurse speaks about 
the dilemma and later spoke about seeing clients sectioned for sharing her spiritual 
beliefs. This leaves her in a difficult situation of wanting to validate the client's 
beliefs/experience as she has shared it, but also wondering if she is misconstruing the 
experience since colleagues have sectioned someone for believing the same thing. 
Potentially, this might lead her to over-compensate by assuming she has been getting 
it wrong and therefore should label all such experiences as psychosis, to preserve her 
credibility with colleagues. Alternatively, she might own her spiritual position and 
advocate for such clients spiritual models of understanding to be validated and 
accepted. However, this could impact her faith and personal integrity (should she 
diagnose) or fears that her colleagues may view her as incompetent or psychotic 
(should she not diagnose others).
32
URN:6198678
N4.1 : it can be quite difficult for someone with similar beliefs, you know like 
if you're (laughs). I'm talking for myself. If I'm assessing someone and I 
actually haven't got a problem with those beliefs myself, I think it can be 
a problem because while someone else might say that there's illness, I 
might not see the illness.
N3.1: the social worker that was assessing - at first I wasn't sure if it was 
appropriate not that they actually tend to be very useful that he was from 
the same church that she was, so that he could actually understand the 
things that she was talking about, and contextualise it. I suppose you 
know. Whereas someone fi*om outside might kind of think 'oh I'm not 
sure if that sort of stuff does go on in most churches'. So I mean that was 
quite central to that client that a lot of her, most of her experiences could 
be explained in a spiritual way [ ]it just happened to be that social worker 
on duty was firom the same background as her, religion-wise. But he had 
a good understanding of it which was really helpful actually.
There is a fear discussing beliefs may be seen as colluding, a concern noted in 
the literature (Borras et al., 2010). Collusion implies something secretive or sinister, 
thus understandably aversive to clinicians. The participants in this study identified a 
risk of either colluding or imposing your beliefs on someone, beliefs that seem in this 
extract to be powerful and difficult to bracket.
N4.1;I would be very careful because sometimes you can be drawn into 
something if you think 'oh what they're talking about',[ ]that's what I'm
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worried about, that maybe my own beliefs might interfere in the sense 
that I might think I'm an expert (laughs). [ ]thaf s what I would worry 
about that maybe - coz I wouldn't want to impose
MN: yeah
N4.1: no I wouldn't want to impose or even to collude.
Another nurse speaks of the 'privilege' and 'getting away with' discussing his 
faith. It seems at some level clinicians would like to talk about beliefs, but feel 
restricted and potentially deskilled by conflicting messages from the organisation. In 
one role, it is deemed appropriate to talk about his beliefs, yet in another it is perhaps 
frowned upon. It seems participants are talking of spiritual beliefs as something 
potentially positive. However, their personal beliefs have the potential to skew their 
judgement, be seen as lacking credibility, be sectioned, lead to collusion or can be 
pushed onto somebody in quite a coercive or intrusive way. One wonders how these 
concerns mirror the experience of clients receiving psychiatric services, in terms of 
how owning a spiritual position or even being diagnosed with psychosis can lead to 
some of these previously listed scenarios of sectioning, lacking credibility and so on.
N1.1 : I'm a practising Christian and I guess erm I'd be quite interested to sort 
of ask him about what you know about his, about the fasting aspect 
actually that he talked about[ ]my understanding was that fasting is more 
often used as a means of sort of focusing a person's mind and disciplining 
them to listen to their God, rather than actually causing like a sort of the 
experiences to to happen. [ ]I've been in a really privileged position a few 
times working with er chaplaincy department at the hospital where I can
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actually get away with going up there and talking about my faith and 
that’s you know pretty amazing actually, yeah. And er I think for staff 
who know me in a professional sense I think it's probably quite powerful 
as well. But obviously even in those privileged situations it's about being 
really delicate and sensitive and it's not about you know pushing my faith 
on anyone.
Dilemma o f diverging beliefs.
Others commented on difficulties about negotiating divergent beliefs. They 
acknowledge the Trust has no formal statement or policy about self-disclosure, yet 
clinicians still feel unsure of what is acceptable. It seems the norms and accepted 
informal code of conduct within these teams may have developed in an ad-hoc way, 
guided by folk-lore or anecdotes about what has and has not been helpful with 
different cases/case reviews. There is an expectation from the organisation to ask 
about spirituality however, they feel nervous about doing so.
CP 1.1: where do these rules come from that we're all supposed to be
following because you know. Because they're not explicit, there's not a 
Trust policy on self-disclosure, yet we all have these ideas about what it 
is and isn't appropriate to talk and discuss and disclose with clients. So 
you know, where do they really come from and we determine them and 
you know are they even relevant in this day and age.
N l . l : [ ]I mean on the CPA it does quite clearly say like about religious 
spiritual cultural needs and yet we're having this discussion about being
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feeling ifs a bit of a taboo subject and thafs in black and white on the 
forms.
However, disclosing beliefs to colleagues was mostly associated with fear of 
judgement, in particular surrounding divergent beliefs. At times, this seemed to 
equate to a sense of intrusion, force or coercion. However, this seems to contradict 
earlier discussion of using colleagues as a resource for working with spirituality. It 
might be the case that the ’resource’ is the person's culture (excluding personal 
spirituality) or professional experience.
CP 1.2:1 wonder how much we even talk to each other about it and how much 
we even know about each others' beliefs. [ ]if s perhaps not something in 
our wider kind of context that that we talk about a lot. I remember 
coming across someone who I'd worked with[ ]who was part of a erm 
kind of group of Christian Psychologists[ ] And actually I remember 
thinking at the time, it's quite unusual that someone has mentioned that 
erm coz often we don't actually mention those kind of things (laughs) and 
talk about those kind of things at work erm at all, you know, even 
amongst ourselves never mind to clients.
CP 1.1:1 think thafs a really good point.
CP 1.2: there's that kind of instinct of no-one wants to be seen as pushing their 
beliefs onto anyone else. Because I think sometimes you do get people 
who are religious who, you know, go round knocking on doors or who 
will approach you and be actively trying to convert you. And I guess
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there's kind of an awareness that you no-one wants to be kind of you 
know you want to distance yourself as much as possible from that kind of 
end of things. And maybe I don’t know, maybe it goes too far the other 
way.
This clinician speaks about her parameters of sharing beliefs. Here ’private 
and personal' is seen as more appropriately shared with clients, but not with 
colleagues, despite working with them for up to ten years. Difference of opinion 
seems easier to negotiate with clients than with colleagues, perhaps because of 
inherent power differentials and implied clinician expertise relative to clients.
0T3.1:1 don't think it's a taboo with patients...so I would be very happy to 
talk about religion or spirituality with patients, but I wouldn't necessarily 
talk about it with my colleagues coz I think it's quite private and 
personal, and also I might have a very different opinion.
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Discussion
These results suggest teams discuss or negotiate spirituality tentatively. They are 
subject to a number of pressures from the client, their profession, the organisation 
and society to 'get it right'. This accords with findings from McSherry and Jamieson 
(2013) where nurses felt they lacked spiritual competency, perhaps explaining the 
tentativeness. This in addition to the sense of taboo and fear of reprisals also 
contributes to difficulties and fears with negotiating converging and diverging beliefs 
- similar to other research (McSherry and Jamieson, 2013). However, not always 
being sure what 'right' is for individual cases, leads to extended assessments and 
seeking expertise elsewhere - either within the team or externally. However, this has 
its own challenges, where either the 'taboo' of religion prevents deeper discussion 
with colleagues about their own beliefs, prevents staff from drawing on their own 
spirituality or makes them fearful of subjecting clients to potentially exploitative 
external agencies. Dura-Vila et al., (2011) found that despite psychiatrists seeing 
spirituality as important, they often failed to address it blaming lack of training. 
Current participants discussed lack of training. Implications might be uncertainty 
about how to discern between a spiritual or psychotic episode, how to intervene and 
explains the drive to seek advice/support elsewhere. Despite their uncertainty, they 
do not neglect discussion of spirituality or dismiss its meaning to clients, unlike 
Dura-Vila et al., (2011).
Discerning the nature of the experience was problematic for this sample, a 
finding common in the research literature (e.g. Jackson and Fulford, 1997; O'Connor 
and Vandenberg, 2010). They spoke of holding multiple perspectives that varied 
from not knowing what the experience was, to perhaps privately holding the view 
that it was psychosis, whilst agreeing to disagree with the client. This corroborates
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the literature regarding spirituality being pathologised (O’Connor and Vandenberg, 
2005) but only to an extent. It seems the imperative to categorise the experience is 
present, which perhaps fits with the traditionally medical model context. This is 
clearly important in terms of considering 'critical periods' and DUP, given the 
potential implications (e.g. Marshall et al., 2005, Birchwood and Macmillan, 1993). 
However, NICE (2014) recommend CBT and family therapy can be offered in the 
absence of a clear diagnosis and emphasise a 'watch and wait' approach, meaning that 
'not knowing' does not prevent a team from taking action. Alongside a tendency to 
categorise was tolerance for ambiguity, a finding mentioned by others (Eeles et al., 
2003). Given recent NICE (2014) guidelines and the ongoing recommendations for 
'watch and wait', tolerance of ambiguity is a necessary skill for EIP clinicians.
Results suggest clinicians tend to view AE as dichotomous variables i.e. 
spirituality or psychosis - an issue noted by others (e.g. Lukoff, 2012), despite 
current understanding of psychosis as on a continuum (e.g. Bentail, 2003). The 
continuum conceptualisation is at odds with the nature of the diagnostic model of 
service delivery. Clinicians attempt to reconcile these opposing models but struggle 
to know where the dividing line is between the two, where they must intervene and 
be less considerate of client agency. It seemed that decision-making about how and 
when to intervene varied across teams. Team dynamics appeared important here, for 
instance, points of conflict seemed to occur between psychiatry and other 
professionals, with little other inter-professional disagreements noted. McGrath and 
Holewa (2006) similarly found that conflict arose in MDT's between doctors and 
nursing staff. Nurses saw themselves as upholding patient-centred care and doctors 
as being less mindful or dismissive of this, something the current participants alluded 
to.
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Their use of client context to categorise is consistent with suggestions in 
DSMIV (APA, 2005) which suggests a belief held by one's peers is less likely to be 
pathological (O'Connor and Vandenberg, 2005). Although a commonly used 
concept, one questions its ecological validity when considering mystics of the past. 
Moreover, O'Connor and Vandenberg (2005) found that clinicians pathologised 
widely held legitimate religious beliefs due to lack of familiarity with them. A 
thematic analysis of nurses evaluation of vignettes with AE, also found that 
consideration of context was important for discerning the nature of the experience 
(Eeles et al., 2003).
The perceived taboo of religion and fear of reprisals seems a barrier to 
clinicians engaging with spirituality. A thematic analysis (McSherry and Jamieson, 
2013) described nurses' fears elicited by serious case reviews and the barrier this 
poses in engaging with spirituality in clinical practice. The current results suggest 
that this fear is prevalent for all professions, not just nurses. The boundary between 
professional and personal in terms of one's own spiritual beliefs were salient to these 
clinicians. In particular, they expressed apprehension and fear of bias intruding, with 
ethical practice at the forefront of their minds, a finding supported elsewhere 
(McSherry and Jamieson, 2013). This perhaps seems to stop them short of promoting 
integration of the experience due to fear of reprisals should they cross a perceived 
boundary. Certainly, the power difference in the therapeutic relationship leaves 
clients more vulnerable to spiritual abuse (Brennan and Heiser, 2004). However, it 
seems that clinicians also feel vulnerable when negotiating spirituality.
Findings suggest that clinicians take an active role in supporting clients’ 
meaning-making process, which is in line with comments about the importance of 
early meaning-making and this being supported by institutions (Larsen, 2004;
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McGorry, 1995). As such, it seems that EIP clinicians are best placed to offer this 
support, perhaps with closer working with external agencies in the absence of 
chaplaincy provision.
The default position within certain milieu (Taylor, 2007) seems relevant here. 
The default position (view) is unique to each context with the inhabitants of each 
context aware of the view from other milieu, views not easily dismissed. Arguably, 
the default position in EIP's might be the (perhaps secular) medical model, and the 
processes described above might be participants trying to negotiate the different 
perspectives to the team default view of'this is psychosis'. Perhaps this contributes to 
the tentativeness of exploring spiritual views and the fear of reprisals.
Moreover, the hypothesised default position of EIP's may pose a threat to 
clinicians maintaining their own spiritual/religious views (Taylor, 2007). This may 
reinforce the taboo of religion within this context, where certain contexts are 
described as making it difficult to "sustain ones faith" (p.3, Taylor, 2007). However, 
most participants disclosed holding spiritual/religious beliefs via the demographic 
forms. Therefore, there seems an assumption here that their beliefs are incompatible 
with their environment yet at an intangible, felt level rather than based on actual 
religiosity of colleagues.
Implications for clinical practice
It seemed lack of training and formal guidance for working with spirituality was 
important. With a number of competing narratives about how to work with 
spirituality, clinicians are left wondering if their practice might result in negative 
consequences. Clearer guidance and/or training might leave them feeling better 
equipped to engage with spiritual crisis, with clearer boundaries of acceptable 
practice. Research suggests that such training is beneficial to practice (Larimore,
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Parker and Crowther, 2002). Although the Department of Health (2009) issued 
guidance, it offers little practical advice of relevance to this topic. Useful guidance 
and associated policies must be developed in consultation with staff and service- 
users, with the aim of relevance to clinical practice and addressing the dilemmas 
described in this research.
Non-judgemental reflective spaces within teams may support working in this 
area. Aims might include discussion of the impact of working with spirituality, 
reflection on their own beliefs, challenge the sense of taboo and support professional 
and ethical clinical practice. It is hoped the focus groups have helped to facilitate this 
process for participants.
At practice level, suggestions regarding promoting integration of the AE as a 
transformative experience (e.g. Clarke, 2010, Brett, 2010) could perhaps become part 
of clinical practice (regardless of diagnosis). Yet further research regarding outcomes 
of this approach is needed. However, staff training may need to precede such 
research or implementation, otherwise the issues reported in this study may prove 
barriers for clinicians. In particular, supporting the not-knowing (Mason, 1993) 
position and reminding clinicians that psychological treatment/support is not 
dependent on a diagnosis would be important.
Benefits might include clients being less likely to be pathologised, 
enhancement of their sense of self and preventing transition to psychosis (e.g. Garety 
et al., 2001). Further research is however required to test these hypotheses. Further 
benefits of facilitating spiritual exploration may "strengthen, reinforce or promote the 
spiritual and religious resources of individuals" (p.6, Brennan and Heiser, 2004).
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Strengths and limitations
The current research will now be briefly evaluated using Yardley's (2000, 2008) 
criteria for evaluating qualitative research. These include sensitivity to context, 
commitment and rigour, coherence and transparency, and impact and importance.
The methodology demonstrated sensitivity to context by using follow-up emails and 
open-ended questions - allowing participants to shape discussion. Analysis 
demonstrated this by paying attention to what was, or was not, being said, and how it 
was said. Sample selection demonstrated commitment and rigour by using purposive 
sampling jfrom a range of ElPs (in different socioeconomic contexts) with the aim of 
accessing a range of views. Commentary on reflexivity hoped to facilitate 
transparency. Discussion of relevance of the analysis to clinical practice and policy 
(above) demonstrates the impact and importance of this research.
Although the focus group was deemed the most suitable approach, one 
wonders about the impact of the researcher’s presence. How the team discuss 
referrals may vary if an external party is present and even more so given that these 
were audio-recorded. Moreover, team dynamics were established prior to data 
collection, which the researcher was unable to witness, therefore earlier negotiation 
for this topic had already occurred to some extent.
Relative to this was the lack of psychiatrists who participated. Given that 
power in the team was mostly understood as lying with psychiatry, it might have 
been useful to observe how this played out during focus groups. Moreover, as with 
any qualitative research, these results are not necessarily generalisable and only 
reflect views of those teams within a certain geographical location. However, the 
current design was still felt to represent the best method in attempting to answer the 
research questions.
43
URN:6198678
A co-facilitator may have improved conduct of the study by assisting with 
following up certain comments by participants in the larger focus groups. Attempts 
to obtain a co-facilitator were unsuccessful.
Conclusion
This research has added to understanding regarding the challenges faced by EIP 
clinicians when presented with a client experiencing a spiritual crisis. The sampling 
strategy has provided views of MDT's actively discussing/negotiating how they 
might respond to such a client. Research thus far has focussed predominantly on 
individual professions and has lacked inter-professional discussion. Clearly, 
tolerance of ambiguity is relevant to EIP's in terms of lack of certainty at times about 
the nature of an experience, but also in terms of the boundaries of professional and 
ethical practice and potential consequences. Lack of clear policy, training and 
procedure and the spectre of serious case reviews leave clinicians apprehensive about 
discussing spirituality; perhaps lacking confidence in their competence with the 
taboo of spirituality leaving them with few avenues for seeking guidance or 
reassurance. These findings could usefully be addressed at various levels through the 
NHS, fi*om policy through to practice.
Further research might focus on the effectiveness of implementation of 
guidelines and training for clinicians working with spiritual crisis, fi*om both the 
client and staff perspective. Such training/guidelines should be developed with 
service-user involvement. Until clinicians feel comfortable addressing spiritual 
concerns, recommendations by Brett (2010) and others regarding promoting spiritual 
crisis as a transformative experience, may not be feasible. Subsequent research may 
then focus on implementation of such recommendations with a focus on outcomes. 
Effective implementation may prevent pathologising, enhance engagement and
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prevent transition to psychosis. It might also enhance sense of self and prevent other 
negative consequences of pathologising mentioned at the start of this paper.
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Appendix 4. Demographic form
Age:
Current profession/job title:
Approx. Number of years in profession/role:
Approx. Number of years in current team:
Ethnicity:
Gender:
Please state/describe your spiritual/religious beliefs:
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Appendix 5. Indicative topic guide
What are your initial thoughts about this case?
What else might you need to consider?
How might you normally deal with a case like this?
Who would decide what approach the team  takes to working spirituality?
Is there a team  approach/view?
Does this always fit?
Are there any cases in the past that you've come across where spirituality has been an 
issue/relevant?
How did you deal with it?
How do your profession/training/team/personal values affect how you view issues of 
spirituality?
Do you worry about making the wrong decision? Why?
In an ideal world how might you like to work with spirituality i.e. where restrictions aren 't 
imposed on you?
How do you manage when there is a conflict in opinions on spiritual explanations of cases? 
Do you feel com petent/confident in discussing spirituality with clients? Why?
Do you feel it is your role? Why?
Is there anything else that may be relevant here?
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Appendix 6. Vignette.
GP Referral
You have received a referral for a young man called David. He is 18 years old and this is the 
first time he has presented at services and has no known previous mental health 
difficulties. He describes having unusual experiences which started a few months ago.
David describes confusing events which he has struggled to make sense of. He says that he 
has been reading books on philosophy and mythology for the past year or so as he had 
been going through a difficult time emotionally and had wanted to gain some insights into 
how he could make sense of this. David had been concerned that his life had no purpose 
and that he was "going nowhere" since he had not got onto the college course that he 
applied for.
Approximately 3 months ago he started having out of body experiences where he felt that 
his body was being taken over by a spiritual energy. David describes these experiences as 
eliciting feelings of profound joy and connection to others, although at times they were 
highly distressing as he worried that he might not be able to  return to his body. At the same 
time he describes having visions of religious figures and hearing angels speaking to him. 
David states that he did not see his friends as frequently as he used to  as he was trying to 
make sense of what was happening to him and he was trying to  understand or find out 
whether there may be some higher purpose or calling. David says that he has been fasting 
in order to induce these experiences and likened this to Jesus fasting for 40 days and nights. 
David reported having lost some weight as a result but appears unconcerned by this. His 
mother however is very concerned about him and had prompted him to go to the GP.
David also started noticing signs that angels were trying to communicate with him -  he kept 
seeing feathers everywhere and knew that when he saw a feather that he was "on the right 
track".
These experiences are intermittent and occur at least once weekly.
David believes that these experiences are real but when asked about his explanation for 
what is happening he says "I'm either going mad or something really cool is happening". 
David also says that he would like some support or answers at this confusing time as he is 
concerned that it might be due to smoking cannabis a couple of times with his friends.
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Appendix 7. Vignette feedback (from 2 correspondents).
(Copies o f email correspondence between myseif and clinicians/academics in areas relevant 
to current topic.)
Hi Danielle,
I think this looks like a very interesting vignette. I have a few thoughts.
The first is that it isn't clear how distressing David's experiences are for him, or to what 
extent his experiences are impacting on his quality of life. Both these factors (distress and 
impact on life) would be important in psychosis teams in making judgements about 
formulation and possible intervention. I wonder if it would be good to state that sometimes 
David is highly distressed by these experiences (which would fit with his 'I'm going mad' 
thoughts) but at other times he finds these experiences pleasurable (which would fit with his 
'this is cool' thoughts).
The second is that the vignette does sound very typical for the kind of referral you might see 
in early intervention. It does seem quite a 'classic case'. This is not a problem in itself but I 
wonder if this means that you will get staff (a) saying this seems very familiar and typical 
and (b) giving you a standard psychiatric/psychological formulation/diagnosis.
My final question is how you are planning to draw out questions about spiritual ways of 
understanding David's experience? Were you going to ask questions about this directly?
Were you planning on asking staff to disclose their own spiritual beliefs? I'd be reluctant to 
do the latter (asking staff about their own spiritual beliefs) if you are planning focus groups.
I would imagine that staff might be reluctant to disclose their own spirtual beliefs and to 
give spiritual interpretations of the vignette is they are with colleagues. In this case I would 
recommend having individual interviews rather than focus groups.
Hope that helps.
Best wishes.
CHANGES MADE TO VIGNETTE BASED ON SUGGESTIONS AT THIS POINT. NEW 
VERSION SENT TO C AND RESPONDING EMAIL COPIED BELOW:
Hi Danielle,
I think this vignette reads very well, it is appropriate ambiguous. Let me know how the 
interviews go.
Best wishes.
(Emaii to other professional for opinion.)
Dear C h U ,
I was wondering if you might look at a case vignette I have drafted. I am hoping to do focus 
groups with El teams for my MRP and want to start them off with a case vignette of
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someone who is in spiritual crisis in order to stimulate discussion. I have based some of the 
content around your recent paper looking at phenomenological similarities.
I would be very grateful for any comments/suggestions. I have designed it to be ambiguous 
so that a snap decision over the presenting problem is avoided. I hope I've achieved that.
Best wishes
Danielle
CHANGES MADE TO VIGNETTE BASED ON SUGGESTIONS AT THIS POINT. NEW 
VERSION SENT TO CH AND RESPONDING EMAIL COPIED BELOW:
Dear C h ^ g ,
I have made some amendments to the vignette based on comments by some staff who have 
worked in El/psychosis services and I wondered if you might have a look at it again. I am 
concerned that it will become too 'psychosis flavoured' and may lose some of it's ambiguity 
based on the changes.
Best wishes
Danielle
Dear Danielle,
I really like your vignette! David seem s very familiar. The sad thing is the probable next 
scene - where David is told that he's mad and that he should take pills to stop thinking / 
feeling these things - his joy and connection are suddenly replaced by fear and isolation. I 
think you have done a great job in making the vignette ambiguous; however, I don't know if 
you can do much about the wider factors in snap decision-making (e.g. biased attention to 
symptoms).
I'd be really interested to see  your study proposal, or just a brief outline, if you're happy to 
share it. It seem s to me like you're coming at this issue from a really sensible and 
helpful angle.
Best wishes,
C h H
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approval.
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Trust.. Any deviation from these documents will be deemed to invalidate this approval. The study 
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The sponsor and / or the principal investigator must take appropriate urgent safety measures in 
order to protect research participants against any immediate hazard to their health or safety. 
Notification of any such action must be submitted to the relevant authorities and the R&D Office as 
agreed in the letter of agreement between the sponsor and the Trust.
The project must be completed within the timescale as set out in the Ethics application. If the 
project continues out of the timescale agreed, new permission(s) must be sort and obtained.
The Chief and Principal Investigators are to comply with the monitoring arrangements of the Trust 
by submitting quarterly reports. All publications relating to the study, and a final report for this 
project to be sent to the Trust’s R&D Office. Kindly also submit a copy of the end of project 
notification submitted to NRES, if appropriate.
All external researchers who seek access to the Trust in relation to this study will need to obtain an 
honorary research contract by submitting a research passport, if appropriate, and be issued with a 
SABP letter of access before entering Trust premises. Researchers who have a contractual 
relationship with an NHS body should submit the relevant documentation and request a NHS to 
NHS letter of access. Applications can be accessed on:
httD://www.ukcrc.orq/requlationqovernance/researchDassport/
All parties to familiarise themselves and comply with Trust R&D policies and procedures, available 
on the Trust website:
http://www.sabp.nhs.uk/aboutus/POlicies-and-procedures?searchterm=POLICIES 
Failure to comply with any of the above may result in withdrawal of Trust approval.
Please do not hesitate to contact me if you wish to discuss any aspect of this approval.
I wish you well with your study.
Yours Sincerely
Dorrle Mystiis 
R&D Facilitator 
On behalf of the R&D Team
Cc: Dr j -  Chartered Consultant Counselling Psychologist
Dr'Adnan fcoyfe. Senior Lecturer, University of Surrey
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Appendix 10. Information sheet
UNIVERSITYOF
,  S U R R E Y
Information Sheet
TITLE OF RESEARCH STUDY: How do Early Intervention teams work with spirituality? 
Introduction
My name is Danielle Oliver and I am a trainee clinical psychologist based in the Psychology 
Department at the University of Surrey, Guildford. This means that I already have a 
university degree in psychology, and am taking my studies further by now studying at post­
graduate level for a doctorate qualification (the training programme is called a PsychD 
programme, meaning it is only for people who already hold a degree plus relevant 
experience). Although I get to be called 'Dr' once I'm qualified I am not medically trained.
In order for me to study at this post-graduate level, I need to have relevant experience too.
I have previous experience of working in mental health services and as a Researcher.
As part of my training on this PsychD programme to  become a clinical psychologist, I have 
to conduct research.
I am researching spirituality and psychosis as I have worked with people with psychosis for 
many years and it's an interest of mine.
I would like to invite you to help me with this by taking part in my study. To help you 
decide if you would like to take part, please read this Information Sheet so that you know 
what you will be asked to do.
What is the study about?
I am interested in researching how Early Intervention team s work with spirituality as 
research has shown that this can be an important part of peoples experience and/or 
understanding of their difficulties. I hope that this research will contribute to service 
provision in increasing awareness of issues that affect clients that both staff and service- 
users may feel self-conscious discussing.
Do I have to take part?
No, taking part in this study is entirely up to you. To help you decide w hether or not to  take 
part, you can talk it over with friends, family, colleagues, health professionals, etc. You can 
also contact me for further information and I will be happy to  answer any queries. My 
contact details are at the end.
Even if you agree to take part, you can choose not to answer all of the questions in the 
interview. You can also withdraw from the research without giving a reason although once 
the focus group/interview has taken place you will only be able to withdraw your consent 
within a certain time afterwards.
W hether you decide to take part in this research or not, your decision will have no negative 
consequences.
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What will I have to do?
I will ask you to attend a focus group where other members of your team  or other Early 
Intervention team s will discuss a case study and other relevant issues. I will also ask other 
questions as the conversation develops. This is basically a group discussion where people 
share their thoughts and ideas about a certain topic. This will take approximately 1.5 hours 
and will take place at a mutually convenient location. This will be recorded using a digital 
recorder so that I can remember in detail all that was discussed. I will also ask you to fill out 
a form with some brief details such as age, ethnicity and so on.
Following our meeting I will (with your permission) email you to ask if there was anything 
that you wishes to add after having time to think about what was discussed in the meeting. 
This will remain confidential. Often when people meet, they have other ideas and things 
they might have liked to say once they've had time to  think about it. This will be an 
opportunity to add any additional thoughts.
How do I agree to take part?
You will be asked to sign a Consent Form, to say that you have understood what the 
research is all about and that you have had the chance to ask me any questions first. The 
Consent Form also says that all information about you is kept confidential in accordance 
with the Data Protection Act 1998 and that you agree for our meeting to be audio­
recorded.
Does what I say get shared with anyone else?
What you say will remain confidential and will only be seen by myself. Your name and all 
personal details about you will be kept anonymous in the study. This includes any 
information about where you live, your real name, your age, gender, ethnicity, religion, etc 
-  or any other information that would identify you personally.
Research is always supervised by someone senior to  me, so my research supervisor may 
have access to the information about you during the research study. As supervision is to 
help me ensure I am conducting the research properly and according to ethical guidelines, 
your real name would not be used during these sessions and I would use a fictitious name 
to identify you. My supervisor's name and contact details are at the end.
All information gathered during this research study will be stored securely in a locked filing 
cabinet at the University of Surrey, in accordance with the Data Protection Act 1998 and 
will be destroyed after ten years. Any audio recordings made by me of your answers will 
also be destroyed once the External Exam board meets.
What happens when the research study is completed?
Research takes time, often years, to complete. By then you may have forgotten about it! 
Researchers usually like to have their research findings published in relevant journals so 
that others working in the same field can learn more. These are usually academic journals 
which the public don't tend to see. I can send you a copy of the final research study if you 
would like, plus copies of any articles in which the research is published. This piece of 
research will be completed April 2014. You can visit the University of Surrey library as a day 
visitor if you'd like to read any of the journals (you w on't be able to take any books or 
publications away with you, however). I can you give you information about how to do 
that.
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Sometimes we present our research findings at meetings (for instance, at service users' and 
carers' support groups or conferences). Again, all personal details about you will be kept 
confidential (your real name, your age, gender, where you live, etc), and no-one will be able 
to identify who you are. Direct quotes will be used when writing p the research but no-one 
apart from the researcher will know who said what and this will remain confidential.
What are the benefits of taking part in this research?
The research provides an opportunity for you to talk about your thoughts about working 
with spirituality and any challenges that this may raise.
Changes to health services are based on the findings of research studies. It is only by 
researching real people and real issues, can we discover what's working and what needs 
improving. Your input to this research into spirituality and psychosis is therefore vital.
While you may not see any immediate change or benefit to yourself, you will be 
contributing to an important piece of research that will improve the health treatm ent and 
services of others in the future.
Are there anv downsides of taking part?
You may find some of the questions quite personal. I am not being intrusive by asking 
these questions as they are needed for my research. If you find a question too personal or 
upsetting in any way, you don't have to answer it. We can also take a break at any time 
during the focus group/interview or decide not to carry on with it. Many people find talking 
about their experience of spirituality and psychosis can be helpful, but others may find it 
brings up upsetting feelings. If this happens and you would like some support afterwards, 
then I can spend some time afterwards with you or you can speak to your GP or normal 
support network.
What if there is a problem?
If you have any concerns about any aspect of the way you have been treated during the 
course of the research study, then you can contact my supervisor. His name is Adrian 
Coyle.
Has the research been approved bv anv committee?
The study has received a favourable ethical opinion from the Faculty of Arts & Human 
Sciences at the University of Surrey Ethics Committee.
I hope I have answered all of your questions about the research study, but please feel to 
ask me anything else that I have not covered. My contact details and those of my 
supervisor are below.
Thank you for taking the time to read this information Sheet.
Research being conducted bv:
Your name Danielle Oliver
Title Trainee Clinical Psychologist
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Work address
Work telephone number
Email
Mobile (if appropriate)
University of Surrey, Dept. Of Psychology, Guildford,
D.oliver@surrey.ac.uk 
07811596533 (personal)
Supervised bv: 
Supervisor's name 
Title
Work address
Work telephone number
Email
Dr Adrian Coyle
Senior Lecturer/Course Director
University of Surrey, Dept. Of Psychology, Guildford
a.coyle@surrey.ac.uk
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Appendix 11. Consent form
U N IV E R SITY  O F
Ethics Committee
I the undersigned voluntarily agree to take part in the study on how Early Intervention teams 
work with spirituality.
1 have read and understood the information Sheet provided. I have been given a full 
explanation by the investigator of the nature, purpose, location and likely duration of the study, 
and of what I will be expected to do. I have been advised about any discomfort and possible ill- 
effects on my health and well-being which may result. I have been given the opportunity to ask 
questions on all aspects of the study and have understood the advice and information given as a 
result.
I agree to comply with any instruction given to me during the study and to co-operate fully with 
the investigators. I shall inform them immediately if I suffer any deterioration of any kind in my 
health or well-being, or experience any unexpected or unusual symptoms.
I understand that all personal data relating to volunteers is held and processed in the strictest 
confidence, and in accordance with the Data Protection Act (1998). I agree that I will not seek to 
restrict the use of the results of the study on the understanding that my anonymity is preserved.
I agree that the interview/focus group will be recorded using a digital audio-recorder and that 
the recordings will be listened to by the researcher and relevant supervisors/University staff. I 
understand that this will be kept confidential and that the recordings will be destroyed once the 
External Exam board meets (shortly after the end of the study).
I understand that I am free to withdraw from the study without needing to justify my decision 
and without prejudice, and that the researcher will provide me a reasonable amount of time in 
which to withdraw following data collection.
I confirm that I have read and understood the above and freely consent to participating in this 
study. I have been given adequate time to consider my participation and agree to comply with 
the instructions and restrictions of the study.
Name of volunteer (BLOCK CAPITALS)
Signed
Date
Name of researcher/person taking consent (BLOCK CAPITALS)
Signed
Date
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Appendix 12. Codes
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- Q  spinW{Med 4 33
J Q  spiritual vs psychotic 4 41
J Q  staffWIMngspirWexplordion 4 22
- Q  staff W cfjiK^rW 1
- Q  staff rdigiousskmolypes 2 2
- Q  staffspintuaiity 4 19
. ,.Q staff supported remridng \ #  spirituality 4 20
.... 0  £-j::=b]efD'El 3 14
- Q  iTsimng 3 7
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Appendix 13. Sample coded extracts
Tentative exploration:
Reference 1-1.80%  Coverage
I guess you could think 'OK he's started smoking cannabis and then he's started having 
these experiences, so you need to stop using the cannabis'. But I guess if he's saying that 
actually part of these experiences are really enjoyable, then he might be viewing the 
cannabis use as something that's really enjoyable and it's facilitated these experiences of 
feathers and angels and things that are very enjoyable. So I guess...and it sounds like he's 
quite ambivalent about w hether this is cool or whether it's him going mad, so I think you 
kind of wouldn't want to jump in and say 'oh yes you use cannabis, you've started hearing 
voices, you need to stop'. I think it would be...and i think it would be the approach of most 
team  members would be, trying to just explore it with them  rather than, yeah...
Reference 2-1 .81%  Coverage
So it's just about supporting and helping him work out things for himself at his pace. Coz 
coz it's not good just to say it's this problem and that problem and you've got to do this and 
you've got to do that. But it's doing it at a pace that's that's right for him. But again I think 
that's what we would we would all do, so I don't think it's a thing just for social workers, I 
think we would all do the same thing. But I suppose the typical, the the the erm, what's the
word, th e  the average social worker would probably think about the benefits and all the
rest of the practical things as well, that's the only thing that I'd you know. But I think 
otherwise, in term s of Early Intervention Service, our main goal is to just help them  
understand and work at their pace to help them - that's it really.
Reference 3 - 0.81 % Coverage
I've had times where I'm like 'OK so is this a symptom that they're relapsing, tha t they're 
spending much more time kind of on, yeah'. And I guess that's where it becomes difficult I 
think because you don't want to say 'don't actually right now, maybe you're not well 
enough to fast' coz. I'm not 100% sure, like I, you know, how do you make that decision, 
yeah.
Reference 4 - 0.42% Coverage
So you move within the frame of what is functional and what is acceptable and not harmful, 
and and you try to help that person to be himself or herself, but keeping some security 
(inaudible).
Discerning na tu re  of experience:
Reference 1 - 0.50% Coverage
And I guess I'm probably more pro viewing cases as a psychotic episode and trying to  er you 
know encourage them to take a low dose of medication to be honest. And maybe that's 
partly been shaped by my nursing background.
Reference 2 - 0.46% Coverage
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Yeah and delicately offering him an alternative view in term s of psychosis and the fact that 
a lot of the things he's experiencing seem to sort of relate to my understanding of what 
psychosis can be, so.
Reference 3-1 .03%  Coverage
yeah, yeah. I mean he didn't, no he felt at the time, although I think his views have sort of 
changed over the year, erm but I think at the time he was very convinced that what was 
going on was some sort of kind of spiritual crisis, and it was related to you know a bigger 
power out there that was influencing things for him. Erm but if you look on paper and from 
a psychiatric approach, the experiences you know potentially could be deemed as 
psychotic.
Reference 4 -1 .83%  Coverage
Erm and I suppose you know that dilemma you were talking about about whether, you 
know when you get to talk about what this thing really is and and what position you take, 
and I suppose often I just try and encourage people to think, you know there are multiple 
perspectives on these things you know and maybe there's elements of truth in all those 
perspectives. And and some people really take to that idea and be able to sort of hold 
multiple perspectives in mind. Other people find it really difficult and say "no no no I want 
to know what it is" sort of thing. And and and that can be difficult because you then sort of 
feel under pressure to be the one that gives them the answer, even if it's perhaps an 
answer that they don't particularly want, so erm but I suppose that approach works well 
with some people
Reference 5-1 .18%  Coverage
I guess it's kind of like a game of adapting a little bit kind of to incorporate and sort of I 
suppose I don't know how to explain that - incorporate different perspectives even if there 
is a strong view that it's a psychotic illness or to hold other views and work with everything I 
suppose. Well that's how I've found a way of dealing with that conflict I suppose, so I still do 
utilise or try to have those conversations about spirituality - link people in, take a stance of 
not knowing erm, and being curious I guess.
Reference 6 - 2.88% Coverage
But I think also one of the things I think, keeping an open mind at the start as well is quite 
important. Because erm I once worked with somebody where there were kind of strong 
beliefs within the team that this person, she held a belief that God would provide for her. 
Erm but she held it to the 9th degree perhaps. Erm and the team  were quite convinced that 
she had some kind of delusional disorder erm but I wasn't completely convinced and 
actually I involved the spiritual lead for the Trust at the time, erm and we looked into this 
particular kind of group that she was following, and actually by the end it was agreed that 
actually she didn't have a mental health problem, she was living to a very sort of extreme 
kind of end of things, but that was also in keeping with the group that she followed. Erm 
and actually you know, there was on one hand the argument you know that people felt that 
she would need to be detained etc but there was lots of issues and lots of assessment, but 
actually using the lead and doing more research around her beliefs and and the 
organisation that she was affiliated with, kind of completely took the assessment in a 
different direction. So I think sometimes being open to exploring first and to thinking about 
things is quite important.
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Managing limited resources:
Reference 1 - 2.10% Coverage
we had external resources generally that had sometimes they had er they had erm. I mean
they I've worked in so many places but anyway. There were there were I mean depending
on the area you have er a certain er amount of er resources, so for the larger groups if
there is a religious group that is large then you do refer to resources in the area
CP: yes the resources in the community maybe not in here
PSY: in the community. Not within, yes that's right, in the community
CP: not within the service
OT: but TRUST NAME are the only trust that have got a chaplaincy
CP: are they the only trust
OT: yeah
CP: you're joking
OT: so it's up to us to use them isn't it
SW: it's interesting what you've said because actually I feel very supported by the team 
OT: I was gonna say normally it's the team isn't it
SW: absolutely. When I have anyone with an Indian background I know I'm going to hear
something very different
CP: oh yeah the cultural aspects
SW: therefore I need to hear that, do you see what I mean. There is something very 
different from what I know. Or someone Greek or someone from Africa says "well In Africa 
in some..." I think well I need that input. Or I also know that you go to church and you're 
religious you know I need that input, that kind of challenge, education, guidance that is 
different than where I come from.
CP: what's normal what isn't normal 
SW: yeah so no I
N: even Dr NAME he comes up, he's helped us out before 
Reference 2-1 .68%  Coverage
N: Dr NAME. Remember we had someone that was talking about er, what was it?
SW: yeah, exactly
N: was it erm? It was something some spiritual thing that they have in Sri Lanka or 
something like that. So he, we consulted with him and he he told us that actually these 
things are quite common and it's not psychosis, it's quite a normal thing. So I think we do 
explore
SW: I mean within I mean within house. I remember years ago I had a referral from 
ANOTHER SERVICE and said oh voices of Virgin Mary and God and this guy had a Chilean 
origin and I'm from Central America I'm from that part of the world. Well of course, people 
talk to Virgin Mary, Virgin Mary is very powerful, all the mothers are very powerful in Latin 
America so Virgin Mary is very powerful (wonder abt impact on other teams of not having 
diverse team), vou know - it's normal!
CP: it's norma!
SW: he wasn't psychotic
SPW: even in Ireiand people have been on a hill and said Virgin Mary has come and said so- 
and-so, they've rushed down to the village and there's been a church built and you know 
their feted upon. But if you're the unlucky bugger, you end up in hospital.
(collective laughter)
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Fear of reprisals:
Reference 1 - 0.90% Coverage
SW: the lesson that we've been getting as kind of students is that, social workers are too 
afraid to challenge things that might, because they're afraid of offending someone based 
on religion and the kind of like serious case reviews that you see where there's religious 
aspects to it that left the social workers to afraid to challenge because they're worried that 
people are gonna see them as being oppressive or you know.
Reference 2 -1 .93%  Coverage
OT: And also I think, sometimes when you work with people you feel like their religious 
beliefs get in the way (Theme: religion as a barrier?) of....their psychological recovery. Erm, 
and that's...
N: or a symptom of a condition or something (Theme: religion as iiiness77)
OT: it might be a symptom but also at sometimes there's, perhaps there might be a rigidity 
around the belief that that that, of course isn't necessarily religion. It's very difficult coz you 
kind of negotiating hard ground, but sometimes people will have quite, what I would 
perceive as quite, rigid religious beliefs. Where someone who holds the same religion might 
not hold it with the same rigidity and it's actually impeding, they're not able to be flexible in 
their thinking or, to to make movement in...getting better. And it's how do you have those 
discussions...with people without feeling like you're being, anti-religious.
Reference 3-1 .07%  Coverage
OT : Yeah, but it's that, actually that's a really good example, that case actually of feeling 
that maybe you get a little bit kind of stuck - because if she's choosing not to bring that to 
talk to us about, for whatever reason - whether it's because she feels that we're somehow 
gonna have a different view or that we'll see her differently - actually she's potentially then 
not getting full kind of treatment option. She's not, you know she's not getting...everything 
that she might need from our service.
Reference 1 -1.18% Coverage
CP: It's interesting though you put it like isn't it, coz you know coz we have other things in 
common that we talk to our service-users about that we don't think twice about but 
religion and spirituality seems to have a different be in a different category, you know. I 
wouldn't think twice about sharing my love of football with a service-user and talking to 
them about football and blah blah blah, but for some reason religion and spirituality is seen 
as very different, yeah, and I'm not really sure what I think about that.
Reference 2 - 0.51% Coverage
N: I think in our training you get that sort of, you're not supposed to sort of self-disclose too 
much and you know get into that sort of conflict or well conflict situation where, but yeah I 
don't personally share that myself.
Reference 3-1 .97%  Coverage
It takes a lot of confidence, especially in this atmosphere of, yeah I'm conscious of high- 
profile cases where, there is a lot of anxiety isn't there about divulging your faith being seen 
as a trouble-maker or erm pushing your views. Yeah it's a sort of difficult line to tread 
really. And the whole self-disclosure thing that you mentioned earlier, makes some staff 
obviously you know probably bat everything back to the client if they ask them any
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questions about themselves. Whereas I might say more than I should sometimes, I don't 
know. If we're genuinely trying to build a relationship with someone, you know, it's about 
you know I think sharing of ourselves as well and how on earth can we expect them to talk 
about intimate stuff in their lives to try and understand their mental health and the wider 
picture unless we're willing to talk a bit about ourselves really.
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Appendix 14: Participant codes
Key to participant codes.
Codes were generated to preserve anonymity and provide a shorthand for the reader in 
understanding the profession of the participant and which team they belonged to. 
Pseudonyms were considered more personal, however were deemed unsuited to such a 
large sample and might mean the reader would need to repeatedly return to a table 
describing each participant.
Code format: ABC#.#
The letters at the start of the code represent the profession of the speaker:
N = Nurse
SW = Social worker
OT = Occupational Therapist
CP = Clinical/Counselling Psychologist
PSY = Psychiatrist
SPW = Support worker
CSW = Carer support worker
The first number of the code refers to the team the participant works in. Teams are 
described in vague terms to protect anonymity of teams.
1 = High diversity/high poverty/inner city team
2 = High diversity/high poverty/inner city team
3 = Reasonably wealthy/less ethnic diversity relative to teams 1 and 2/inner city
4 = Quite wealthy, relative to UK/low ethnic diversity/suburban
The second number of the code refers to the individual relative to how many people of 
their same profession were in the focus group. For example, CPl.l = first Clinical 
Psychologist in focus group; CP1.2 = second Clinical Psychologist in focus group.
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Appendix 15. Follow-up email
Dear X (participant name)
Thank you for taking part in th e  focus group. I hope  you found th e  discussion 
helpful/interesting.
As I m entioned  previously, I am emailing you to  ask w h e th e r  th e re  was anything you 
w an ted  to  add to  our  discussion. This could be som eth ing  you felt uncom fortable  
saying in th e  group setting or m aybe fu rther  reflections or thoughts  th a t  you have 
had since th e  group.
Anything th a t  you tell me in your email will be accorded th e  sam e level of 
confidentiality as th e  audio recording of th e  group and as such only you and I will 
know w ha t  you said in your email.
Look forward to  hearing from you.
Best wishes
Danielle
Danielle Oliver
Trainee Clinical Psychologist
University o f Surrey/Surrey and Borders Partnership
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Major Research Project Proposal
Year 1
(August 2012)
Word count: 2986
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MAJOR RESEARCH PROJECT PROPOSAL FORM
This form should be completed by the trainee and signed by the University 
supervisor, and then submitted by the deadline in the handbook. Remember to give a 
draft to your supervisor for comments before submitting the final version.
When preparing this document it would be helpful to consider what you would 
include when writing the Introduction and Method sections for your MRP.
* Please append your literature review to this proposal
TRAINEE’S NAME: Danielle Oliver
Project Title: The interface between spiritual experience and psychosis: inter­
professional negotiation in Early Intervention Services.
Introduction
Background and Theoretical Rationale (up to 1000 words)
(You might want to give a synopsis of your literature review)
Spiritual and psychotic experiences have been described as phenomenologically 
similar (e.g. Brett et al., 2007; Jackson and Fulford, 1997; Heriot-Maitland, Knight 
and Peters, 2012) and lying on the same continuum (Claridge, 2010, Fenwick, 2010, 
Jackson and Fulford, 1997). In many cases spiritual experience is confused with 
psychotic experience, often resulting in pathologising of spiritual experience with a
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resultant diagnosis of schizophrenia applied, potentially invalidating meaningful 
event. This can exacerbate a distressing and confusing time for the individual.
This remains an important yet difficult area to negotiate for clients and 
professionals alike. A recent literature review (Appendix. 1) evaluated different 
therapeutic approaches to this. Suggestions have been made, however empirical 
research is lacking. It has been suggested that the spiritual-psychotic experience 
(hereafter referred to as SPI) holds potential for growth and transformation if 
‘integrated’ in a helpful way (Brett, 2010; Clarke, 2010; Swinton, 2001), yet little 
guidance existed as to what this might look like.
The literature review found that Cognitive Behaviour Therapy and 
Transpersonal Psychology have made the most theoretical contributions here in 
providing rationales/suggestions for promoting ‘integration’ and normalisation of 
SPI, yet implementation and evaluation is lacking. Service-user contributions to 
research suggest a desire for sensitive and respectful help that is non-pathologising.
It is widely acknowledged that spirituality is relevant to clinicians’ work (e.g. 
Neeleman and King, 1993). But if clinicians lack competence or confidence in 
offering spiritual support to clients, the SPI experience may further compound these 
fears. Given the similarity of SPI to psychosis, there may be fears of getting it wrong 
and encouraging someone with psychosis to adopt ‘religious delusions’ possibly 
triggering further deterioration.
If integration and normalisation is to be implemented, this should occur 
within mental health teams prior to addressing this with clients. Lack of clarity from 
professionals can leave clients feeling more confused and distressed than the initial 
experience left them, at a time when containment is important. Indeed research has 
shown that different professions have differing views on the importance of
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Spirituality and spiritual care (El-Nimr, Green and Salib, 2004). However 
professionals still seem to struggle taking that ‘next step’ in re-framing the 
experience with the aim of integration, despite widespread acknowledgement of the 
value of working therapeutically with spirituality. Larsen (2004) describes the 
meaning-making process of the individual in making sense of their experience as 
mediated, supported or constrained by institutions.
It is likely that people may present at Early Intervention Services (EIS here 
includes early detection, prodromal and continuing care services) in the instance of 
confusing psychotic /spiritual experiences. These teams are uniquely placed to offer 
guidance and support for a person who may be experiencing a SPI episode.
Both clients and clinicians within these services will have varying 
explanatory models. The importance of the client finding meaning in the early stages 
has been outlined by McGorry (1995). However research is lacking on how EIS 
professionals negotiate or discuss spirituality with clients and within the team and 
thus how they are part of the clients’ meaning-making process.
It is possible that staff responses to different explanatory models differ depending on 
the personality, personal beliefs, profession and perceived team perspective for each 
individual. Also relevant may be inter-professional differences within the 
multidisciplinary team (MDT) and the overall team dynamics. It is important to 
understand the processes at play in order to gain insight as to how the needs of 
service-users are being met and why they may be addressed in certain ways.
MDT working has potential for disagreements in relation to personal beliefs, 
professional differences, team cohesiveness and hierarchy and has been described as 
posing a risk to professional identity (Lankshear, 2003). However it is unclear how
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these differences may or may not be reflected in discussions of spirituality within the 
team and to clients and how this differs inter-professionally.
Research Question
(This should follow clearly from the above and should be stated explicitly)
How do clinical professionals working in early intervention for psychosis teams or 
’prodromal' teams discus s/negotiate spiritual experience with clients?
How is this negotiated within the team inter-professionally?
How might this be understood from a team and/or individual perspective?
Main Hvpotheses (for quantitative studies onlv)
(These should follow clearly from the above and should be stated explicitly)
N/A
Method
Participants 
Please include:
• number of participants
• how the sample size estimate was arrived at (including a power calculation 
where appropriate)
• description of sample (e.g. diagnostic category, age range)
• inclusion criteria
• exclusion criteria
• where participants will be recruited from
• expected response-rate and potential pool of eligible participants
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Focus groups: 3-4 focus groups will be conducted with 12-24 participants. Ideally 6 
people will take part in each group; however fewer people may attend each group 
due to other commitments that prevent them attending on a pre-arranged date.
Typically approximately 6 professions work clinically within a 
multidisciplinary EIS (Community Psychiatric Nurse, Social Worker, Occupational 
Therapist, Support Worker, Psychologist, and Psychiatrist). At least one staff 
member will be interviewed from each profession so that each professional group is 
represented.
A number of focus groups will be conducted to account for population 
diversity across teams. The aim is to include EIS’ from: a deprived, ethnically 
diverse area; a more affluent suburban area; a reasonably ethnically and 
economically homogeneous area and potentially a further team as appropriate. 
Individual interviews: If people find it difficult to attend focus groups or if they 
become unfeasible, individual interviews may be conducted. Approximately 12 
participants will be interviewed -  a few people from each EIS, to include a number 
of participants representing each profession described above.
Inclusion criteria:
Adults within paid employment in an EIS in a clinical client-facing capacity.
Giving voluntary, informed consent to all aspects of the project e.g. audio-recording 
of interview/focus group
Exclusion criteria:
Not having engaged in direct client work.
Not giving informed consent.
97
URN: 6198678
Participants will be recruited from either specified EIS’ or from a regular multi­
disciplinary London-wide EIS meeting. A team has been identified and preliminary 
enquiries have recently commenced and are pending. Further enquiries regarding 
other teams are pending.
Design
A qualitative design will be used. Two options are presented here to allow flexibility 
for recruitment/feasibility issues.
Option 1: A focus group lasting approximately 1.5 hours. This will be audio­
recorded using digital recorders. The group will begin by discussing a clinical 
vignette (see ‘Measures’).
Advantages:
Opportunity to witness the interaction and negotiation process in action
Efficient data collection
Best suited to exploring group process
Support offered from other group members
Allows exploration of a range of views
Disadvantages:
If using a pre-formed group, some of the negotiation process will have occurred prior 
to the research process which the focus group will fully capture 
There will be pre-existing dynamics that the researcher would be naive to and may 
not be able to reflect easily or accurately
Some may feel less comfortable talking in a group setting and therefore all accounts 
may not be fully conveyed
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Some may feel reluctant to air views in a hierarchical setting (whereby typically the 
Psychiatrist has most ‘power’ in MDTs)
Option two: Individual semi-structured interviews lasting approximately 1.5 
hours. This will be audio-recorded using a digital recorder.
Advantages:
Closer interaction between researcher and participant allowing more detailed 
questioning
More data generated than in focus group
Censoring of responses less likely re. judgements etc of other group members 
Disadvantages:
No ability to witness negotiation in action 
Possibly less information generated
Measures/Interviews/Stimuli/Apparatus 
Please include:
• details of all questionnaires and data collection forms you are planning to use 
(including psychometric properties for established scales)
• appended copies of all questionnaires / inventories
• an appended copy of interview schedules
• details of verbatim/written instructions
• copies of any other materials
Information sheet (draft version Appendix 2) and consent form (draft version 
Appendix 3).
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A demographic form: age, gender, profession, years in profession, years in 
EIS, religious/spiritual views/beliefs, ethnicity (draft version Appendix 4).
An indicative topic guide (Appendix 6) including a case vignette (draft 
version Appendix 5). The case was developed from literature regarding 
phenomenological features of a spiritual crisis where the experience overlaps or 
might be understood to overlap with psychotic experience e.g. Heriot-Maitland, 
Knight and Peters (2012). It is designed to be ambiguous to generate group 
discussion.
Procedure
(Please give a detailed, step-by-step, outline your planned procedure. If it aids clarify 
you might provide a numbered list of steps or a diagram. This should include how 
you intend to recruit participants)
Pre-recruitment step:
A potential Field Supervisor has been approached though is unconfirmed. This 
information is included here as the Field Supervisor may assist/facilitate recruitment. 
Step One:
Two options for recruitment are proposed for flexibility regarding feasibility. Option 
A is to approach EIS’ to ask the team manager if they would allow team members to 
participate in a focus group. The project will be described to the team manager. 
OPTION A 
Step Two:
Following manager approval, the researcher will ask to attend a team meeting to 
speak to the team about the project and offer information both written (information 
sheet and consent form) and verbal. They will be assured of confidentiality and their
100
URN:6198678
right to withdraw from the study at any time (without negative consequences). They 
will be informed that they are not obliged to participate. If the information is 
understood and people wish to participate, they will sign a consent form to indicate 
written informed consent. Ample opportunity for questions will be given. Consent 
will include consent to audio-taping of interviews.
Step three:
Contact details will be given to potential participants who will have at least 48 hours 
to consider participating. The researcher will attend a later meeting to collect consent 
forms, answer further questions and arrange dates for data collection.
Step Four:
Focus srom : The researcher will enquire about facilities on-site (EIS) to conduct 
data collection. This aims to reduce disruption to staff members’ working day as they 
will remain on-site.
At the start of the group participants will have the opportunity to ask further 
questions. Each person will be asked to state their name and profession once the 
recording starts to facilitate later transcription, so the researcher can identify different 
individual’s voices from the recording.
The researcher will read a case vignette to the group. A series of questions 
will be asked about the case. This may facilitate broader discussion about actual 
clinical practice of the team/individuals. The researcher will pursue emergent themes 
and ask appropriate questions aiming to explore the issues further and 
maintain/generate the flow of conversation.
At the end of the focus group, the researcher will thank participants for their 
involvement and will offer to circulate a copy of the main findings at the end of the 
project.
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Individual interviews: If focus groups are unfeasible for whatever reason -  individual 
interviews will be conducted. The procedure for interviews will largely be similar to 
that outlined above for focus groups.
An enquiry will be made at team premises regarding availability of a room 
to conduct the interview. The researcher will conduct a semi-structured interview, 
starting with a case vignette and then followed by relevant questions. Additional 
questions about inter-professional differences/negotiations will be asked during the 
interview since this may not be evident as there will be no observation of this process 
in action.
Step five:
The researcher will email (with the participants permission) each participant 
following the focus group to ask whether they felt able to speak openly, whether 
there was anything they felt unable to say, and any other reflections or comments on 
the group process. This aims to give those a voice who may not feel able to speak 
openly during the focus group for whatever reason.
Step six:
Interviews will be transcribed verbatim by the researcher and analysed.
OPTION B
Step one: A representative of the London-wide EIS meetings will be approached to 
gain permission for the researcher to attend a meeting.
Step two: Following permission, the researcher will attend the meeting and will 
follow procedure for steps two and three described above, where the researcher will 
attend a further meeting to elicit consent from interested individuals.
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Step three: The remaining steps of the procedure will largely follow those described 
above, however further negotiation will be required for a mutually convenient 
location for the focus group/interviews to take place since participants will be from a 
range of EIS’.
Ethical considerations
(Please identify possible ethical issues arising from your research and how you plan 
to address these. Identify where and when you are planning to apply for ethical 
approval for your study e.g. NHS ethics. University ethics).
Possible disclosure of personal religious/spiritual beliefs: Participants will be 
asked to consider how their personal spiritual/religious beliefs impact on how they 
discuss these issues within their team and with clients. Staff may feel uncomfortable 
explicitly discussing this.
Participants will be reminded to only discuss what they feel comfortable with 
no obligation to disclose personal religious/spiritual beliefs. Participants can 
comment on how their beliefs impact their practice without explicitly disclosing the 
content of those beliefs. They will be reassured of confidentiality. Additionally 
participants may disclose on a confidential demographic form their religious/spiritual 
beliefs. Furthermore, an email will be sent to participants following the interviews 
(see above)
Audio-recording: Interviews/focus groups will be recorded using digital recorders. 
Participants may be concerned about security/use of recordings.
Consent is required for audio-recording. This will be addressed by explicitly 
outlining how recordings will be used, who will have access to them, where, how and 
for how long they will be stored. Recordings will be stored securely using encrypted 
storage/software including storage in a locked cabinet. The recordings will be
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listened to by the researcher and her supervisor(s) and any relevant University staff. 
Data will be treated in line with Data Protection Act. Recordings will be destroyed 
following the External Exam Board.
It will be made clear that direct quotes will be used during the write-up and 
later dissemination of the research but that this will be anonymous so that individuals 
will not be identifiable fi*om their quotes.
Confidentiality: Confidentiality will be maintained through assigning participant 
numbers so that only the researcher knows which number relates to each person. 
Although during the focus group each participant will state their name, this will be 
excluded fi*om the transcript and will be for the researcher to identify voices during 
transcription.
Discussion of real clinical cases: it is likely that real-life cases may be discussed 
during interview. It will be made clear that such discussion should respect the 
confidentiality and anonymity of the client in question and that no identifiable 
information should be shared/disclosed.
W ithdrawal of consent: Participants can withdraw consent, however a specific date 
will be given as the last date that consent can reasonably be withdrawn (for focus 
group). Withdrawal of consent for a focus group is more complicated than for an 
individual interview since one persons speech will have to be removed from the 
group transcription which may make other associated comments from others 
confusing/not in context. For individual interviews participants can withdraw consent 
up to 2 weeks after the interview, so that the researcher has sufficient time to arrange 
an interview with another individual with the same profession as the person 
withdrawing consent.
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An ethics application will be made to the FAHS University Ethics panel as soon as 
approval for the proposed project is received following marking of this document by 
University staff. Since no service-users are involved in this study NHS ethical 
approval is not required.
Name of Ethics Committee:
FAHS Ethics Committee at the University of Surrey
R&D Considerations
(Please identify, where appropriate, if your study will require NHS R&D approval 
and, where necessary, whether your study fits with Trust research priorities).
The study will require NHS R&D approval if NHS teams are approached for 
recruitment. It is envisaged that this may not be required if the London-wide meeting 
is approached since this is a non-NHS setting.
Trust research priorities: Department of Health research priorities include a focus on 
effective service provision. Enquiries are ongoing with specific Trusts to establish 
Trust priorities; however some teams are yet to be identified.
Name of R&D department:
It is anticipated that a number of R&D departments will be approached. South 
London and Maudsley (SLAM) NHS Trust and Surrey and Borders Partnership 
(SABP) are under consideration. Following further discussion with a Field 
Supervisor, further decisions will be made regarding the most appropriate teams to
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approach in order to include a diverse range of teams (described earlier). SLAM 
would represent a diverse, deprived inner-city setting and SABP may represent a 
suburban, less deprived and more ethnically homogeneous setting.
Proposed Data Analvsis
(Please give details of how you are planning to analyse your data. If using 
quantitative methods this will include details of the strategy for statistical analysis 
including data checking, descriptive statistics and inferential analysis. If using 
qualitative methods this will include details of the particular qualitative approach you 
will take)
Thematic analysis will be used following guidelines provided by Braun and Clarke 
(2006). Thematic analysis identifies themes and patterns in data and can also 
interpret results (Boyatzis, 1998 cited by Braun and Clark, 2006, p. 77). The 
approach includes both inductive (new themes emerging) and theoretical (themes 
derived fi'om other research will be replicated) thematic analysis (Braun and Clarke, 
2006). Analysis will begin fi*om the first interview/focus group where reflection may 
inform inclusion of further prompts in subsequent interviews. Thematic analysis is 
not affiliated to any particular theoretical approach and is appropriate to use here in 
that flexibility can be retained in interpreting results.
Robson’s (2002) suggestions for addressing validity and reliability in 
qualitative research will be implemented here. Contradictory accounts will be 
pursued to provide a fuller illustration of the data. Anonymised results will be shared 
with a Field Supervisor or other professional with experience of working within EIS 
to establish validity of interpretations of data in order to provide an opportunity for 
triangulation.
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Service User and Carer Consultation / Involvement
(Please give details of service user and carer consultation you have undertaken in 
developing the study or are planning to involve in the study process. If you have no 
service user or carer consultation or involvement please state reasons for this).
The researcher has consulted with the University Coordinator of Service User & 
Carer Involvement during the development of the project.
Feasibility Issues
(Please identify potential obstacles to completing this study. For each obstacle 
identified please state a possible solution)
Focus group: focus groups with staff from specific identified EIS’ may lack 
feasibility due to operational issues as a significant proportion of the team may not 
be able to leave their duties simultaneously for l.Shours. Individuals may not be able 
to attend a focus group for other reasons.
Solution:
A) If a large focus group is unfeasible, they could be smaller in size (fewer 
participants in each one) but have more than one focus group so that all professions 
are represented in the data collection.
B) individual interviews can be conducted.
C) individuals from different teams could be approached so that the professions are 
represented but has less direct impact on one team. This could be facilitated by the
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researcher attending a multi-disciplinary London-wide EIS meeting (held 3-monthly) 
and recruiting in a similar way as described in ‘Procedure’.
Consent: if consent is not received from at least one representative of each 
profession within the same team, solution C (above) will be utilised.
Dissemination strategy
How do you plan to disseminate your findings?
It is hoped that findings will be disseminated via publication in a peer-reviewed 
journal, subject to acceptance. Additional opportunities for dissemination will also be 
pursued including conferences and local feedback/presentation of results.
Studv Timeline
Please provide a proposed time-line for the study, appending a Gantt chart and 
including the following dates (where applicable):
• MRP course approval
• Ethics submission (you might want to allow for not getting approval at first 
attempt)
• R&D submission
• Data collection started / completed
• Data analysis started /completed
• Date for completing draft Introduction / Method / Results / Discussion
• Complete draft submitted to supervisor (February Year 3)
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Current -end August 2012: contact R&D
Mid Sept 2012:
Mid-Sept 2012:
End Oct 2012:
Start April 2012: 
Start Nov 2012: 
Start Nov 2012 
Start Nov 2012: 
Start May 2013: 
Start July 2013: 
Start Sept 2013: 
Mid Oct 2013: 
Start Dec 2013: 
Feb 2014:
April 2014:
MRP course approval 
Ethics submission
Start data collection
stop data collection
start transcribing
complete transcribing
start data analysis
complete data analysis
complete draft Method
complete draft Results
complete draft Discussion
complete draft Introduction
submit complete draft for supervisor
submit final MRP
University Supervisor: Adrian Coyle 
Field Supervisor: Pending
Signature of trainee: Signature of university supervisor:
Date: Date:
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Abstract
Spiritual and psychotic experiences are phenomenologically similar and have been 
described as lying on the same continuum. In many cases spiritual experience is 
confused with psychotic experience, often resulting in pathologising of spiritual 
experience with a resultant diagnosis of schizophrenia applied. This can exacerbate a 
quite distressing and confusing time for the individual. Suggestions have been made 
for how to work with this interface; however empirical research is lacking. It has 
been suggested that the spiritual-psychotic experience holds potential for growth and 
transformation if ‘integrated’ in a helpful way. This review describes and evaluates 
perspectives accessed from a systematic search of the literature on therapeutic 
approaches to working with the interface between spiritual and psychotic experience. 
A number of databases were searched to access peer-reviewed articles which 
generated 6 papers. Cognitive Behaviour Therapy and Transpersonal Psychology 
have made the most theoretical contributions to this area in providing rationales and 
suggestions for promoting ‘integration’ of the spiritual-psychotic experience, yet 
implementation and evaluation appears to be lacking. Service-user contributions to 
what is most helpful in terms of support or intervention highlighted a desire for 
sensitive and respectfiil help that does not pathologise or minimise the nature of the 
experience. The clinical and research implications are discussed with particular 
consideration of the current structure of NHS mental health services. There is a clear 
requirement for translating theory into clinical practice with evaluation of a range of 
outcomes.
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Search strategy
Literature was collected using electronic multiple systematic searches of six 
databases (MEDLINE, PsycINFO, PsycARTICLES, Psychology & Behavioural 
Science Collection, Pubmed, Web of Science) and through searching reference lists 
of relevant articles (see App. 1). Primary search terms were “schiz*, psychosis, 
relig*, spirit*, voices, halluc*, delus*” with additional searches conducted using the 
addition of the following terms individually and sequentially “therap*, psychologist, 
psychiatr*, counsel*, psychosynthesis, transpersonal, culture, transliminal, CBT, 
normaliz*, psychotherapist”. This aimed to capture literature on the core concept of 
the spiritual/psychosis interface (SPI) in relation to a number of therapeutic 
approaches or professions.
Papers of any language with translations available were included to access 
cross-cultural perspectives. Only peer reviewed papers focussing primarily on 
therapeutic approaches to the SPI were considered, excluding spirituality and 
psychosis more generally, religious coping or religious delusions. All levels of 
evidence were considered from randomised controlled trials through to case studies 
and theoretical papers since literature in this area is lacking. Papers were assessed by 
reading abstracts and then reading the paper fully if suitability for inclusion was 
unclear. Date limits were not applied due to scarcity of relevant literature in this area. 
The search generated 6 papers suitable for inclusion in the review. Two papers were 
identified through reading from authors in the field and reference list searches. Two 
chapters were included from a key text (Clarke, 2010) as they directly discuss 
therapeutic approaches to working with SPI. Most were review or theoretical papers 
with only 3 empirical papers (see App. 2).
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Introduction
Much recent research indicates a degree of overlap between spiritual and psychotic 
experience with many phenomenological similarities (e.g. Jackson and Fulford, 
1997). Yet these experiences are often pathologised resulting in psychiatric diagnosis 
which can invalidate a potentially meaningful event, thus producing a schism in 
one’s self-identity and preventing its potentially helpful integration.
Clarity on defining psychosis and spirituality is problematic, not least because 
of their highly subjective nature. Attempts to classify these experiences have been 
attempted with diagnostic classification systems and guidelines suggested by others 
(e.g. Grof and Grof, 1986 as cited in Miller, 1990) yet grey areas still exist, 
especially within this area of overlap. Lack of clarity from professionals can leave 
clients feeling more confused and distressed than the initial experience left them.
Yet it is suggested that this is unnecessary. Many describe this realm of 
experience to have value for growth, transformation and personal meaning-making 
(e.g. Brett et al. 2007; Clarke, 2010; Swinton, 2001). However professionals still 
seem to struggle taking that ‘next step’ in re-framing the experience with the aim of 
integration, despite widespread acknowledgement of the value of working 
therapeutically with spirituality. Reasons for this difficulty have been suggested (e.g. 
Jackson and Coyle, 2009) yet there may be wider issues, not least the broader 
organisational or systemic factors.
Nevertheless there are suggestions from different therapeutic approaches for 
progressing this work and applying theory to practice therapeutically in integrating 
the spiritual-psychotic experience whilst fostering growth and transformation (e.g. 
Jackson and Fulford, 1997; Heriot-Maitland, 2008) with some encouraging pockets 
of good practice. Client perspectives on what is helpful and acceptable are essential
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if power disparities within the mental health system are not to be perpetuated and 
determine appropriate approaches.
This review aims to explore the literature regarding the nature of the interface 
between spiritual and psychotic experience, with associated relevant factors. In 
particular it will critically evaluate the literature with a specific focus on therapeutic 
approaches to working with this interface. Implications for clinical practice and 
fiiture research will be discussed.
Psychosis -  what is it and who decides?
The nature of schizophrenia or psychosis (hereafter referred to as psychosis, 
focussing on schizophrenic psychosis for this review) has been the focus of much 
debate and research since the construct was first conceived. Yet despite many 
contributions to the debate there remains no universally accepted definition. The 
closest attempt in ‘defining’ psychotic disorder are diagnostic systems such as the 
Diagnostic and Statistical Manual of Mental Disorders (DSMIV: APA, 2000). 
However this remains unconvincing to many and has suffered repeated attack for 
numerous reasons. A key criticism is diagnoses are constructed within a social and 
cultural context and are a product of cultural assumptions on what constitutes 
rationality or reality (Good, 1996; O’Connor and Vandenberg, 2005). Social 
constructionists in particular, highlight that the concept of ‘schizophrenia’ is a 
construct developed by a group of psychiatrists who meet periodically to ‘redefine’ 
manifestations of poor mental health (Parker, Georgaca, Harper, McLaughlin and 
Stowell-Smith, 1995), to produce a symptom checklist that ultimately label an 
individual as having ‘X ’ disorder. Once this label (or more typically number of 
labels) has been applied, consequences can include stigma, social exclusion, job loss.
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loss of relationships, negative impact on self-concept, medication (with 
accompanying side-effects), hospitalisation, disempowerment, loss of credibility and 
monitoring by the state. One might suggest that these consequences cause 
considerable distress, sometimes more than the ‘disorder’ itself. Brett et al. (2007) 
corroborate this somewhat with their qualitative exploration of spiritual-psychotic 
interface and report that some of their 20 participants found the diagnostic process 
engendered feelings of helplessness and confusion in addition to some of the 
aforementioned consequences.
A further criticism of diagnostic classifications is their categorical rather than 
dimensional nature. Substantial research supports the dimensional view of psychosis 
with ‘normal’ experience at the opposite end of the continuum (e.g. Bentall, 2003; 
van Os, Linscott, Myin-Germeys, Delespaul and Krabbendam, 2009). This concept 
has developed with research indicating that spiritual or religious experience overlaps 
and is on a continuum with psychosis, with similar underlying psychological 
processes (Claridge, 2010, Fenwick, 2010, Jackson and Fulford, 1997). Clinicians 
tend to diagnose spiritual experience as a psychotic disorder despite guidance in this 
area and the inclusion of the ‘Religious or Spiritual Problem’ category in the DSM 
(APA, 2000; O’Connor and Vandenberg, 2005).
The issue of definition is important here. Psychosis is difficult to reliably 
define. For the purposes of this review psychosis is described as:
“symptoms that alter a person’s perception, thoughts, affect, and 
behaviour...deterioration in personal functioning...memory and concentration 
problems, unusual behaviour and ideas, disturbed communication and affect, 
and social withdrawal, apathy and reduced interest in daily
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activities...hallucinations and delusions...usually accompanied by agitation
and distress” (p.4, NICE, 2009).
However one must acknowledge the previous point of diagnosis as a culture-bound 
label for (in this case) an experience that can be similar in nature and can overlap 
with spiritual experience (Jackson and Fulford, 1997; O’Connor and Vandenburg, 
2005; Tobert, 2010). In defining psychosis one must for the purposes of this review 
also define spirituality. In many ways this has suffered similar difficulties in 
providing an accepted definition. As with psychotic experience there are 
phenomenological similarities of spiritual experience for each individual but also 
great differences. Bentall (2003) goes to great lengths to illustrate that one person’s 
psychotic experience does not map onto another’s and they can look very different to 
each other; the same is true of spiritual experience. In fact many who profess to 
having a spiritual experience struggle to define it, possibly related to the ineffable 
quality often said to characterise it. Yet a definition of spiritual experience is 
required. Spiritual experience then is described as involving a sense of connectedness 
and transcendence including an intense affective component, holding personal 
meaning and ultimately accessible to all, whether religious or not (definition adapted 
from Swinton, 2001).
Spiritual-Psychotic interface (SPI)
Terms used to define this interface include spiritual emergency, spiritual emergence, 
luminal and anomalous experience (Clarke, 2010); however this is abbreviated to SPI 
here. Indeed the difficulty thus far in identifying a term that captures the experience 
accurately without pathologising or using a spiritual term whilst somehow capturing
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both (Heriot-Maitland, 2008) has been noted. Equally many descriptions have been 
proposed. An attempt to describe the nature of SPI is necessary however the 
complexity and difficulty of this has been commented upon for example. House 
(2010) states:
“Conventional distinctions between ‘psychotic’, ‘unusual’ and 
mystical/transpersonal’ experience are not only far fi"om clear-cut, but might 
well be fundamentally misguided and philosophically unsustainable” (p. 90)
Nevertheless a description is warranted. Clarke (2010) suggests that it can be 
characterised as:
“loss of boundaries or groundedness...(sometimes) experienced as a blissful 
state of unity with the whole...loss of bearings...timelessness...managing the 
transition back to construed reality after the experience generally (but not 
invariably) occurs naturally and after a short space of time” (p. 108-109).
She continues with a comparison to psychotic experience which lacks a return 
to reality, the construct system (how one makes sense of the world) is inaccessible, 
beliefs about thought broadcast/insertion and telepathy are held with conviction, 
coincidences are everywhere whilst the persistence of this experience becomes 
horrifying. However Clarke also states that making the distinction is “essentially 
meaningless” (p .lll) . Jackson and Fulford (1997) add that SPI in their sample had 
an absence of persecutory delusions and thought disorder.
Phenomenological similarities have been reported in regard to both domains 
of SPI (e.g. Brett et al., 2007; Jackson and Fulford, 1997; Heriot-Maitland, Knight 
and Peters, 2012). It has been reported that few characteristics exist to differentiate
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one from the other (Heriot-Maitland et al. 2012). One might conclude that this 
literature is implying that ‘spiritual experience’ bridges the gap between ‘normal 
experience’ and ‘psychosis’ (see Fig. 1).
Normal Spiritual Psychosis
 ►
Fig. 1 Interpretation of literature on normal-spiritual-psychosis dimension
A more inclusive description could include spiritual experience not as a 
mediating variable but as something that is relevant along the entire continuum. To 
do otherwise may result in accusations of ‘othering’ spiritual experience and 
suggesting that such experiences are a step on the journey to psychosis. Johnson et 
al. (2004) state that othering reinforces power disparities. Clearly a reductionist 
stance in relation to spirituality denies the presence of it in ‘normal’ people across 
the spectrum. Ultimately spiritual experience is normal and common (Jackson and 
Fulford, 1997).
Alternative perspectives of psychosis 
Culture
Culture has arisen in much of the literature in regard to religion/spirituality and 
mental health in ‘working with cultural difference’. Although relevant, it risks 
ignoring how pervasive these experiences are cross-culturally i.e. including Western 
culture. In assigning this realm of experience to ‘other’ cultures, SPI is relegated to 
something that isn’t ‘our’ problem and introduces a ‘them-and-us’ approach which 
reinforces the power disparities within mental health care. Despite this criticism, the
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cross-cultural literature goes some way in making suggestions for developing or 
respecting clients’ rationales for the aetiology of their difficulties (Penny, Newton 
and Larkin, 2009; Rathod, Kingdon, Phiri and Gobbi, 2010). One wonders if 
extending this approach to all members of the community regardless of ‘culture’ 
might produce similar positive outcomes in terms of re-fi*aming a potentially 
negative experience as something more meaningful than a diagnosis. Certainly it has 
been reported that recovery rates from psychosis are much better in non-Western 
countries than in the UK (Barbato, 1998) and the framing of explanatory models 
could mediate these differences.
Cross-cultural perspectives on diagnosis highlight the West’s propensity to 
categorise experience. Non-Western cultures take a more integrative view (Tobert, 
2010) which appears to fit the dimensional understanding of psychosis as suggested 
previously. Yet despite the acknowledgement of mental disorder as dimensional, UK 
services are structured in a categorical way and not set up to deal with a continuum 
of experience in an integrated manner. One wonders whether this may underlie the 
poorer recovery rates in the UK.
Growth
Brett (2010) and others (e.g. Clarke, 2010, Swinton, 2001) have highlighted the 
potential for growth and transformation in SPI. They frame it as an opportunity to 
work through issues which have created discord in some way. Brett et al.’s (2007) 
study on anomalous experiences suggested that spiritual appraisal of the experience 
(SPI) reduces distress in both diagnosed and undiagnosed groups. Further those who 
viewed the experience as holding potential for growth felt better able to cope as they 
could see it’s purpose.
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Clarke (2010) notes :
“while fully recognising the danger and diminishment that follows extended 
retreat into psychosis, and the psychological mechanisms that can suck the 
individual into this situation, the area of human experience variously labelled 
spiritual and psychotic is regarded as integral to being human and open to all, 
with potential for growth and expansion as well as creating vulnerability” (p. 
101).
Implications for the individual
Given what we know about SPI from clients’ accounts, one can see the potential in 
offering a re-framing of this phenomenon. Much research has illustrated the value of 
spiritual coping in recovery (e.g. Borras et al., 2010; Koenig, 2009; Mohr, Brandt, 
Borras, Gillieron and Huguelet, 2006) with Koenig (2009) describing a number of 
studies providing evidence that spiritual/religious coping improves long-term 
outcomes. However one must be clear that the aim of re-framing would not be to 
encourage religious or spiritual practice necessarily: the decision for pursuing this 
would clearly remain with the client as an autonomous agent. Instead the aim would 
be to offer alternative ways of making sense of confusing and possibly distressing 
experiences in a way that encourages integration with one’s self-concept that is 
congruent with one’s belief system (to include atheist and agnostic), whilst 
reminding the client about the potential for growth and transformation and hopefully 
avoiding diagnosis and medication. Swinton (2005) summarises:
“Current research indicates that this type of reframing may have clinical 
utility. To practice in ways that assume such experiences to be unimportant, 
inevitably pathological or somehow secondary within the process of mental
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healthcare is to misunderstand in a quite fundamental way the nature and 
experience of mental illness and the significance of the person-as-person as 
opposed to the person-as-diagnosis”. (p.5)
However there is some debate as to which experience (spiritual vs. psychotic) 
can or should be re-framed and indeed within some papers reviewed here this 
distinction is not always obvious. Swinton (2005) suggests that mental health on the 
whole could be re-framed rather than focussing specifically on SPI and outlines a 
number of benefits whilst acknowledging possible negatives; whilst Transpersonal 
Psychologists also differ in their views in this regard (Kasprow and Scotton, 2002). 
Peters (2010) suggests that poor cognitive flexibility may underlie difficulties in re­
framing, which may be apparent both initially and following therapy. This review 
aims to focus on SPI only. However it is difficult to tease out those papers which 
deal only with SPI as much of the literature is concerned with those who have a 
diagnosis of psychosis and which consider both perspectives, on re-framing a ‘true 
psychosis’ in addition to SPI. These have been difficult to exclude due to the 
dimensional nature of the experience and the manner in which they are described.
Additionally Thalboume (1991 cited in Claridge, 2010 p.82) acknowledges 
that transitions can occur between a spiritual and psychotic experience (see Fig.2), 
making this area ever more difficult to distinguish. Nevertheless the principle focus 
here is on the SPI experience, with consideration of psychosis where necessary. 
However one cannot consider the experience without considering the experiencer.
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Spiritual PsychosisSPI
Figure 2 The interface 
Service-user accounts
Consideration of research evaluating service-user perspectives is crucial however 
thus far has been conducted on a small scale and mostly qualitative (e.g. Ankrah, 
2002; Murphy, 2000; Heriot-Maitland et al. 2012). These studies highlight the 
importance of sensitivity and respect when helping someone having these 
experiences. A mixed methods study (Ankrah,2002) into client experiences of 
counselling within SPI offers some tentative illuminations as to what is and is not 
helpful, despite the small sample (n = 20). Participants were known through the 
author’s professional contacts as in a “counselling relationship” (p. 57). Data were 
collected using a questionnaire developed by the author from work by Grof (no 
reference given by the author), with additional questions asking respondents to 
describe and reflect on their counselling experiences; no reliability or validity claims 
were made. The study consisted of two parts, an initial survey as described with 
further qualitative interviews with some survey respondents. Questions from the 
initial questionnaire were repeated in interviews to elicit more detail. Heuristic 
enquiry was used here.
Similarly, Murphy (2000) conducted a thematic analysis with eight 
participants attending a clubhouse for psychosocial rehabilitation, aiming to explore 
the spiritual meaning of psychosis. The potential for positive experiences are
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highlighted here with service-user perspectives on how clinicians should promote 
this, with one account in particular that describes a particularly unhelpful response by 
a therapist.
Further exploration of helpful and unhelpfiil approaches were apparent in 
Heriot-Maitland et al. (2012) who conducted an interpretative phenomenological 
analysis (IPA) of interviews with 12 individuals (comparing clinical vs. non-clinical) 
who had experienced ‘psychotic like phenomena’. Although the primary aim was not 
to explore therapeutic approaches, this theme was apparent from the data which is 
why it is included here. On the whole, participants’ experiences were 
phenomenologically very similar with the most marked difference being how others 
responded when they disclosed what was happening to them. Most of the clinical 
group received invalidating messages from others, whilst the non-clinical group 
mostly received validating messages. Context was described as a potential mediating 
factor for making sense of these experiences. Unfortunately it is not clear exactly 
what that context is -  is it professionals, family, friends, church; the nature of the 
context could be relevant to meaning-making. For example, a church may have a 
different perspective to a friend and equally may hold more influence over the 
individual. Clearly a more detailed analysis of contexts and their contributory 
influence respectively to integration of SPI would be useful. Furthermore there 
appears to be an assumption that the context being described is that of the 
‘professional’ which is then discussed later in terms of therapeutic approaches, yet it 
isn’t clear to what extent therapists were implicated in the data. Further exploration 
could facilitate re-framing opportunities in a number of settings, which could further 
de-pathologise the experience. For example, family approaches to psychoeducation 
such as those within Family Work for Psychosis may provide another context to
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foster integration or at the very least provide an alternative explanatory framework 
that does not favour the medical model. Thus potentially resulting in acceptance 
within the family rather than possible stigmatisation.
Although each of these studies approach data differently (IPA, heuristic, 
thematic analysis), together they aim to capture the breadth of relevant issues, despite 
the apparent imperfect application of the method and limited description of 
methodology and results within Ankrah (2002) and Murphy (2000). Furthermore the 
sample in the latter papers could be biased since they were reported as already 
knowing the authors. For example, Ankrah is a counsellor which her sample may 
have known; this may have resulted in the predominantly positive appraisals of 
counsellors in this study. Equally Murphy is a service-user attending the clubhouse 
where she recruited participants, which could result in favouring critical appraisals of 
mental health professionals. Nonetheless these articles provide an insight into the 
importance of skilful and sensitive support of clients. Unfortunately the combined 
samples were not obviously ethnically diverse despite specific attempts noted by 
Ankrah (2002). Enhancing this could provide further possibilities for comparison or 
exploration, especially relevant to literature cited previously in this review. Respect 
of differing world-views is advocated where cultural differences exist, one might 
expect that diversity in the sample may highlight differences in practice where 
diverse clients may receive more or less validation based on their explanatory 
framework for their SPI experience.
Unhelpful responses from counsellors in Ankrah (2002) included imposing 
their own ideas on clients, generalising and only wanting to address emotional or 
psychological aspects of the experience. Although illustrative unfortunately no
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outcomes were reported for each of the clients who received ‘good’ support from 
their counsellor.
Frequent claims of evidence are made across these papers which appear 
unsubstantiated at first glance. Although Ankrah’s (2002) assertions are not 
supported by her data, as she suggests, the wider literature supports her findings that 
spiritual experiences are common in the general population and that spiritual 
experience offers coping resources. Additionally Heriot-Maitland et al. (2012) seem 
to imply that through using their approach (validation and radical normalisation) it is 
possible to prevent transition to psychosis; however the evidence for this is unclear. 
This is an interesting claim and although some of their results indicate a possible 
association, it requires further quantitative investigation. Despite the 
recommendations for practice made by Heriot-Maitland and colleagues, further 
description of the intervention is warranted. How would normalising the experience 
form the basis of treatment and how might that integrate with current CBT 
approaches to treating psychosis which typically focus (with delusions) on finding 
evidence for beliefs? It is apparent that challenging beliefs would not fit with the 
validating, normalising approach suggested by these authors as it still implies a 
knowingness of the therapist and potentially undermines validation and 
normalisation and reinforces the power disparity. It is therefore important to 
understand how this theory might be practically applied.
Spirituality in the therapy room
A wealth of literature focuses on overwhelming findings that working with 
spirituality in health care settings improves outcomes in a range of measures. 
However health professionals have reported feeling uncomfortable working with
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Spirituality, regardless of clinical presentation. Swinton (2001) suggests contributory 
factors to this apparent reluctance. Clinicians’ concerns were about imposing their 
beliefs on a client, intruding on their privacy, and getting it wrong. Additionally 
Swinton suggests that role congruence is a common issue, plus lack of awareness of 
their and their clients’ spirituality. It appears that support and training for staff may 
be important in overcoming these concerns. Ethical issues such as beneficence and 
autonomy are also apparent here.
An interpretative phenomenological analysis conducted by Jackson and 
Coyle (2009) suggests possible ethical issues behind apparent reluctance to address 
this issue therapeutically. Although this work was not carried out specifically in 
relation to SPI it clearly has relevance to the current topic. Conflicts around 
autonomy and beneficence emerged as key concepts within the data. Therapists 
deemed the helpfulness of spiritual beliefs to be an important factor in the decision to 
include it in therapy. Additionally some felt that addressing spirituality is 
incompatible with therapy. Although only eleven people were interviewed, these 
ethical issues are relevant to practitioners across the board and require further 
consideration.
Therefore it is important to understand how clinicians work with SPI 
therapeutically given this general reluctance. Unfortunately such therapeutic 
approaches are somewhat lacking and certainly do not appear to be ‘mainstream’.
SPI in the therapy room
Much of the research to date is concerned with discerning between or categorising 
spiritual experience and psychosis. Although this has clinical utility it is important to 
ascertain how helpful and meaningful this distinction is for the client and whether
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there are alternative helpfiil or meaningful rationales or re-framing of the experience. 
Due to the scarcity of research in this area it remains unclear how or if, this interface 
is explicitly discussed with clients. If not, it is important to understand the reasons 
why.
It is widely acknowledged that spirituality is relevant to clinicians’ work (e.g. 
Neeleman and King, 1993) particularly in terms of assessment; however literature on 
therapeutic practice (or interventions) is lacking, possibly due to concerns of the 
clinician. If clinicians do not feel competent or confident in offering spiritual support 
to clients in general, the SPI experience may further compound these fears. In 
particular given the similarity of SPI to psychosis, there may be fears of getting it 
wrong and encouraging someone with psychosis to adopt ‘religious delusions’ 
possibly triggering further deterioration.
There are potential disadvantages for acknowledging spirituality in the 
therapy room. Borras et al.’s (2007) study of treatment adherence in psychosis as 
mediated by spiritual/religious beliefs found an association between treatment 
compliance and with citing religious beliefs/factors as an explanatory model of the 
‘illness’. Of the 81% of their sample described as having a religious affiliation, 27- 
31% that were not taking their medication as prescribed stated that medication was 
incompatible with their beliefs about aetiology; a similar proportion reported this for 
psychotherapy. This raises questions about advocating spiritual explanations in terms 
of treatment adherence. In cases where risk is apparent, treatment is an important part 
of recovery. Borras and colleagues (2007) assert that including religion/spirituality in 
treatment is important for recovery in providing hope, meaning and purpose. 
However religious delusions can lead to significant harm to self and others for
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example, through hurting others or plucking out one’s eye because God commanded 
it (Kingdon, Siddle, Naeem and Rathod, 2010).
This raises two issues: what if it is psychosis and if not, what can be done. 
Many people will be experiencing psychosis and would not be considered to be at 
SPI. Grof and Grof (1986 as cited in Miller, 1990) and Lukoff (1985) are among 
those who have suggested how to differentiate between a psychotic or spiritual 
experience; yet some confusion still remains due to the broad phenomenological 
similarities. If it is clear (as it can be) that the person is having a psychotic 
experience, treatment should proceed as such (Jackson & Fulford, 1997). However 
use of medication should not preclude attempts to assist the individual in working 
through the meaning of the disorder appropriately (Miller, 1990). However in 
considering use of medical model approaches, Romme and Escher (1996) make a 
relevant point:
“as long as the phenomenon of hearing voices [or positive symptom] is 
viewed as a symptom of a disease, and treatment is focussed on this disease, 
problems in daily life and circumstances as expressed by the voices [or 
positive symptom], will not be solved” (p. 138)
Cognitive Behaviour Therapy (CBT) and Transpersonal Psychology have made the 
most contribution to how to work therapeutically with SPI.
Cognitive Behaviour Therapy
The CBT model advocates developing a collaborative normalising rationale which is 
described as contributing to engagement and “compliance” (p. 103, Kingdon and 
Turkington, 1996). Peters (2010) cites research (e.g. Chadwick and Lowe, 1994;
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Garety and Hemsley, 1994, p. 137) which indicates that it is how an experience is 
appraised rather than its content which impacts outcomes. Some argue that does not 
go far enough. Heriot-Maitland et al. (2012) suggest “radical normalisation...where 
normalising OOE’s [out-of-the-ordinary experiences/SPI] becomes an intrinsic 
formulation and treatment principle” (p. 51). Previous recommendations within CBT 
for SPI have focused on a cognitive-problem solving approach (Heriot-Maitland, 
2008; Jackson and Fulford, 1997).
Normalisation & cognitive problem-solving
Normalising rationales discussed in the context of religious delusion in Kingdon et 
al.’s (2010) book chapter somehow seem to be missing the point due to an 
assumption that the belief is delusional. However if we take the radical normalisation 
approach suggested by Heriot-Maitland and colleagues (2012), treating these as 
delusions could be invalidating. It is possible that the clinician has an underlying fear 
that their assessment has not detected a ‘genuine’ psychosis, with possible 
implications for risk. Of particular relevance is the religious/spiritual beliefs of the 
clinician with reference to the ‘religiosity gap’ (Neeleman and Persaud, 1995 as cited 
in Swinton, 2001). The authors state that religious delusions are more resistant to 
treatment than other delusions and thus advocate normalising. Interestingly in 
suggesting normalising the authors highlight that in the strict sense the concepts 
potentially utilised in facilitating normalisation may be “scientifically invalid” (p. 
245). This distinction is interesting as it raises the question of the importance that 
beliefs should be scientifically valid. Nonetheless they discuss the dilemmas raised 
by working in this area in terms of role congruence and boundaries of “thought 
policing” (p.245), similar to suggestions made by others (Jackson and Coyle, 2009).
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The focus here seems to be challenging some content of the beliefs but allows 
flexibility if they are resistant to change by looking at their meaning. This approach 
contrasts to Clarke’s (2010) group approach to ‘delusions’.
Clarke’s NHS inpatient therapeutic group ‘What is Real and What is Not’ 
does not seek to challenge the content or nature of delusions. This four session group 
was designed by Clarke for anyone identifying as having experiences that are 
unshared by others. It is described as stemming from Romme and Escher’s (1989 as 
cited in Clarke, 2010) hearing voices approach. Clarke suggests that to some extent 
the content of the beliefs is unimportant, the crucial factor is what is done with them, 
similar to Peters (2010). Clarke suggests ways to manage beliefs that impact on 
functioning in an approach similar to Acceptance and Commitment Therapy. The 
aim is to validate and normalise unshared experience whilst enhancing individuals’ 
ability to cope with and accept them. Key elements include psychoeducation, self­
monitoring, personal goal-setting, mindfulness and conceptualising psychosis as a 
problem-solving opportunity with possibility for growth (as described by Jackson, 
2010). It is suggested that group members have one or two individual sessions to 
facilitate transference of skills to their own situation. Preliminary measurement of 
outcomes indicated some positive results although there was no control group. 
Unfortunately since this was a clinical group it cannot be evaluated with the same 
rigour as a research-based group. Self-reported client satisfaction, mental health 
confidence and personal achievement of goals were reported as significantly 
improved. However features of the setting may have contributed to improvements for 
example, medication changes and other aspects of the inpatient environment. Further 
investigation would be useful; as yet no clear results have been published. Points of 
interest might be effectiveness as related to number of sessions attended; attendance
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of additional individual sessions; duration of mental illness. One might expect those 
at an early stage of a ‘psychotic-like’ experience may integrate and implement 
concepts better than someone who has been within the mental health system for 
many years as their explanatory framework may be much more entrenched and 
resistant to change. Clarke’s approach is certainly appealing as there is no protracted 
challenging of content of beliefs and instead a person is empowered to manage their 
experiences. Additionally the short duration (four sessions) would appeal to service 
managers and commissioners as it is in stark contrast to the usual 12-20 sessions 
typically offered rn 1:1 CBT. It fits with the inpatient setting where the population is 
transitory and its simplicity would suit clients who may be taking high doses of 
psychotropic medication with possible impaired cognitive functioning due to being 
acutely unwell. Uniquely participants are also able to return to complete the group 
following discharge if they leave before the end which further empowers clients to 
embrace their own recovery and reinforces the message recovery is an ongoing 
process. The programme shows promise theoretically yet without firm outcomes one 
cannot draw conclusions as to its efficacy and the suitability of wider 
implementation.
Likewise Jackson and Fulford’s (1997) in-depth account of existing theory 
and possible clinical applications offers much to the later development of ideas in 
relation to therapeutic approaches but lacks firm outcomes. Three participants from a 
separate qualitative study (Jackson, 1991) are described to illustrate and critically 
apply theoretical points. The original study took a phenomenological approach to 
interviewing and comparing ten individuals (diagnosed vs. undiagnosed) who had 
reported spiritual experiences. They suggest a defining feature in determining the 
nature and outcome of the experience is how they are evaluated or how “they are
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embedded in the structure and values” (p. 61, Jackson and Fulford, 1997) of the 
individual. Recommendations for clinical practice include assessing the extent to 
which the experience is embedded, although little description is given as to how this 
is done. Thenceforth a cognitive problem-solving approach is advocated whereby the 
experience is seen as “an essentially adaptive problem-solving process” (p. 63, 
Jackson and Fulford, 1997). Therefore the clinician’s role is to facilitate 
embeddedness where appropriate; however the authors note that this is advised in 
cases where the experience is pathological yet they provide little rationale. It has 
been suggested elsewhere that integration is suitable in pathological cases (Heriot- 
Maitland et al. 2012). Jackson and Fulford briefly note that this approach is being 
used elsewhere, however further specific details of implementation with associated 
outcomes are lacking and could support the feasibility of their recommendations. The 
authors recognise that indications of effectiveness are required and potential 
implications of this were briefly noted.
Heriot-Maitland (2008) builds on Jackson and Fulford’s (1997) argument for 
a cognitive problem-solving approach. There is detailed exploration of the 
hypothesised process which may occur during appraisal and possible integration of 
SPI experiences in relation to embeddedness of the experience within the 
individual’s internal cultural, social and historical system. This is highlighted further 
from qualitative accounts in Heriot-Maitland et al. (2012). He extends this argument 
to include those with a diagnosis of psychosis rather than just SPI. The author argues 
that given the potential for transformation, a normalising, nurturing approach would 
be more beneficial where the meaning of the experience can be explored in a 
supportive way with a collaborative re-appraisal of the experience with the goal of 
integrating it meaningfully into one’s life story. However it is important to
134
URN: 6198678
understand what integration means. If it is similar to suggestions made by Kingdon 
and colleagues (2010) in challenging beliefs in order to integrate them, it could 
invalidate the experience. If the aim is to gather evidence for and against the belief as 
in typical CBT, this is potentially removing the spiritual from the potentially spiritual 
experience. Is the aim to integrate it in terms of psychological concepts or spiritual 
concepts? However this approach is described as relevant to everyone regardless of 
spiritual beliefs since the common underlying psychological function is relevant to 
everyone as part of human experience (Heriot-Maitland, 2008) and is therefore 
appropriate for atheists for example. It is suggested that this could lead to recovery 
alongside a more focused “working through some of the problems or crises that 
precipitated the experience in the first place” (p. 320, Heriot-Maitland, 2008). The 
author suggests Early Intervention (El) services would be the most intuitive domain 
to situate this work given the hypothesised importance of appraisal in the long term 
outcome of psychosis, with El being the first opportunity clinicians may have to 
influence/assess appraisal. The author discusses NICE guidelines in relation to this. 
Indeed these underlie the feasibility of any paradigm shift in changing clinical 
interventions since they are instrumental in service delivery within the NHS.
But if the normalising rationale is provided within CBT as suggested, it may 
be too little too late. If appraisal of an experience is as important as suggested it is 
crucial to consider the effect of time of re-framing in relation to onset of difficulties 
and associated outcomes. If a person at SPI approaches mental health services it may 
be some time before they can access CBT as entry into the mental health system may 
involve medication and possibly inpatient care. Thus requiring careful consideration 
of the appropriate time to offer a re-framing appraisal and by whom. This could be 
relevant to Heriot-Maitland et al. (2012) suggestions for re-framing as the basis for
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treatment. It might be more effective to offer a one-off re-framing opportunity at first 
contact with services following assessment rather than a series of treatment sessions 
for this purpose. It might be interesting to evaluate the differences in effectiveness of 
these two approaches. A delay in re-framing might trigger a ‘true’ psychosis.
Transpersonal approach
Transpersonal psychology is not considered mainstream within standard clinical 
practice but is highly relevant here. It is concerned not with eliminating 
psychopathology but with nurturing the potential for growth and development 
through tackling spiritual experience directly within therapy. These are further 
described by Miller (1990), Kasprow and Scotton (1999) and Phillips, Lukoff and 
Stone (2009). The ego is described as relevant to psychosis in terms of its cohesion, 
integrity, boundaries, identity and “porosity” (p. 16, Kasprow and Scotton, 1999) -  
with each of these aspects determining the development of either psychosis or a 
spiritual experience. Kasprow and Scotton (1999) state that differentiation between 
the two allows intervention to be directed appropriately for the ‘stage’ of 
development. This is echoes to other papers reviewed here which stress the 
importance of determining the nature of the experience. However there has been 
disagreement in that some say that approaches remain much the same regardless of 
the label applied. The suitability of using transpersonal approaches to working with 
psychosis has been disputed (Kasprow and Scotton, 1999). Further investigation of 
this dispute is necessary since the ramifications of using inappropriate interventions 
could trigger more profound difficulties or exacerbate distress. Nonetheless all the 
authors described here suggest that transpersonal approaches are appropriate with the 
aim of integrating the experience in a way that enables the individual to leam and
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grow from it - again similar to suggestions made by others here. Medication can be 
used yet with the aim of modifying rather than eliminating the experience (Miller, 
1990; Kasprow and Scotton, 1999). In particular some suggest the use of 
psychedelics. However one wonders about the wider applicability of this for clinical 
practice and the suitability of using this with a potentially fragmented ego, although 
they state that intervention is matched to stage of development (Kasprow and 
Scotton, 1999). Kasprow and Scotton (1999) say that hypnosis, guided imagery and 
meditation are recommended alongside traditional psychotherapy methods. They 
state some contraindications for some of these approaches for those with certain 
diagnoses or history of trauma and rightly acknowledge that further research is 
needed in this area. No outcomes or indications of effectiveness of these approaches 
were provided.
However Phillips et al. (2009) describe positive outcomes in working with 
SPI in residential programmes (‘Soteria’ and ‘Diabesis’) that supported people in 
making sense of and working through the psychotic/spiritual experience. Medication 
was usually avoided and residents received therapy to support interpretation of the 
spiritual content of their experiences. ‘Soteria’ appeared to demonstrate good short­
term and long-term outcomes with improved social and occupational functioning and 
reduced medication use compared to a control group. These programmes are 
recommended by the authors and despite the apparently positive outcomes, lack of 
funding appears to be an issue. Also removing people from their social context may 
impede or delay integration into their systemic settings and in itself could be 
somewhat stigmatising. Other therapy groups and their associated positive qualitative 
outcomes are described, which concern spiritual identity and religious issues for 
Serious Mental Illness which is of less relevance here. However by offering this to
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those with a diagnosis, it may capture those who were initially at SPI yet were 
pathologised with the usual resulting consequences rather than receive validation and 
re-framing of their spiritual experience. No quantitative results are reported. They 
conclude that it is possible to integrate psychological and transpersonal concepts.
Miller (1990) offers a clearer description of how to integrate transpersonal 
approaches into clinical practice, particularly psychiatric rehabilitation. This highly 
readable paper concludes with bullet-point lists on utilising basic helping skills such 
as normalising, acknowledging strengths, and being carriers of hope, which can be 
used to good effect not just with those in spiritual crisis but also for psychotic 
episodes. The comprehensive yet clear and concise exposition is convincing. The 
manner in which the author presents her recommendations makes their 
implementation appear straightforward and accessible. In many ways the suggestions 
made here do not differ from those made by other authors in this review, yet the 
clarity of presentation makes the suggestions seem more easily and practically 
applicable to clinical settings. The author quite rightly and uniquely highlights the 
very real issue of funding. Services and thus funding are very much diagnosis-based 
in the modem NHS. Together these three papers add little to the evidence-base yet 
the inclusion of practical guidance does much to provide a way forward with a 
clearer conceptualisation of what an intervention might look like.
Clinical implications
Many of the papers reviewed here suggest that experiences at the interface are to be 
interpreted as holding potential for growth and transformation, with the aim of 
integration for the individual. Although it has been suggested that re-framing can be 
beneficial for the client it is questionable whether this should be therapeutic goal.
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Within CBT goals are developed collaboratively. However integration may not be 
the clients’ goal and they may find more comfort from the medical model than other 
explanatory models. Where then do we draw the line in imposing a belief system on 
a client -  especially in light of NICE guidelines and ethical practice? Additionally to 
add to the evidence-base, one needs to operationalise what integration looks like -  
how do you know when this has been achieved, how is it measured? It does not fit 
with the SMART goal-setting principle within CBT since it is quite an abstract 
concept. Additionally since spiritual experience is highly subjective, the nature of 
integration is different for different people. One needs to consider whether 
integration should be at an individual or systemic level and uncover potential 
challenges or barriers. For example, a well-meaning therapist may advocate the 
treatment principles described herein yet if the ‘religiosity gap’ or spiritual beliefs 
differ between health professionals this could impact integration for the individual.
Clearly a multi-disciplinary approach is required, in that integration and 
normalisation of these experiences must occur within teams before offering it to 
individuals. Otherwise the individual may become more confused by an inconsistent 
system at a time when containment is important. Indeed research has shown that 
different professions have differing views on the importance of spirituality and 
spiritual care (El-Nimr, Green and Salih, 2004). However, as Heriot-Maitland and 
colleagues (2012) highlight, context is important and mental health services are not 
the sum of a persons’ context. Psychoeducation for families, spiritual organisations 
and so forth would be required to provide a consistent message to the individual that 
positively re-frames the experience. The papers here state that psychology has a role 
in assisting integration and ‘working through’ of such experiences, with a number of 
therapeutic models proposed, however a broader approach is likely beneficial.
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Indeed is this the role of ‘services’ at all? Is the process of making this about 
‘what services can do’ reinforcing power disparities and inadvertently medicalising 
this experience? The implication is that it is a ‘health’ issue, it certainly has mental 
health (not mental illness) implications but it overlaps with spiritual health. 
Traditionally spiritual health would be the concern of the priest or similar 
spiritual/religious figure; however the increased move away from institutional 
religion may result in fewer options in times of spiritual need. How ironic that the 
very professionals who are known for their ‘religiosity gap’ are stepping into the 
breach. Does this represent a genuine closing of the gap? Nevertheless, many who 
have these experiences present at mental health services either through choice or 
coercion and thus there is a responsibility to develop a sensitive and helpful 
approach.
Disappointingly a secularisation of the spiritual has been apparent through 
many of the papers. It seems that validation of the experience (i.e. “angels spoke to 
me”) is missing and there is a reductionist approach here. Emotional validation is 
clear in some recommendations yet it seems that the psychological components of 
spiritual experience have been distilled and those are the focus. Surely true 
integration involves integrating the actual experience, rather than a blander “of 
course you feel/think X due to Y in your past”. It is possible some authors reviewed 
here simply have been less explicit about exactly what they are validating or 
normalising and one would not want to do them a disservice. Are clinicians still 
avoidant of talking about God in the therapy room? Indeed it is apparent that very 
few papers reviewed here discussed spiritual awareness of the therapist. Self- 
awareness of one’s own spiritual identity is essential when working therapeutically 
with others, especially within this domain.
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The unavoidable preponderance of papers considering diagnosed individuals 
has been noted. Yet few consider the implications of diagnosis on funding and 
service issues. Only one paper (Miller, 1990) mentions it yet this greatly impacts on 
how and to who services are delivered. In advocating a paradigm shift one must 
consider the practical implications for service fiinding and delivery. No diagnosis can 
equal no service which has implications for those at SPI who do not warrant a 
diagnosis in terms of receiving support in healthcare settings. However one must 
question whose role it is to provide this support - the literature here is mostly of 
psychological interventions. Yet if services continue to offer interventions based on 
medical model assumptions there may not be a role for psychology and people may 
instead approach spiritual groups. The system may need to be re-thought to reduce 
the dominance of the medical model. What are the implications of not doing this?
Clearly changing service structure would take many years and encounter 
much resistance; nevertheless this does not negate its importance. The power 
disparity between psychiatric care and the individual have long been an issue, maybe 
change is overdue. However change is ongoing within the NHS. The recent move to 
care clustering and Payment by Results means that if a service cannot produce 
measureable meaningful outcomes, funding will be impacted. This is likely to affect 
acceptance of certain referrals; clearly the medical model dominates. Yet this 
conflicts with the de-pathologising arguments presented in this paper. Will it be 
necessary to label someone in order to offer them a service, but then how would 
quantitative outcomes be demonstrated? These issues may be further complicated 
with the recently suggested changes to the NHS in terms of opening up service 
provision to private companies who understandably would look to make a profit. Is 
the distressed ‘mystic’ profitable or might they be left to flounder with distressing
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and confusing experiences until it becomes so intense that it triggers a mental 
disorder? Clearly this literature raises more questions than it answers and for that one 
must look to research in order to clarify how this can move forward.
Research implications
Unfortunately the literature search generated few empirical papers which limit the 
conclusions one can draw. Through extensive reading in this area it was apparent that 
the issue of working therapeutically with SPI was relevant. However it was usually 
relegated to a sentence or two in discussion sections - this review demonstrates that 
the next step is lacking yet with few firm indications on how to take this forward. Or 
if therapists are working in this way -  where is this being reported? Without 
development of the evidence-base, unfortunately these ways of working may remain 
in the margins. Consequently clients may not receive the best support and may be 
pathologised and medicated rather than embracing the opportunity to re-frame their 
experiences in a way that foster growth and transformation.
Clearly further research is required to investigate how these approaches may 
translate into clinical practice, to explore exactly what integration, validation and 
radical normalisation look like in practice and to evaluate outcomes. An opportunity 
presents itself with Clarke’s group programme ‘What is Real and What is Not’ which 
is expected to be trialled shortly. However an adaptation to CBT in expanding 
normalising rationales, problem-solving and appraisals is also possible. CBT is 
widely practised in the NHS and is recommended in most, if not all, NICE guidelines 
for mental illness. This may enhance transferability to clinical settings without 
necessarily restructuring services.
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Conclusions
In summary, the importance of re-framing SPI experiences is highlighted here by 
researchers, service-users and clinicians and has potential for positive outcomes. 
Suggestions have been made regarding how to ‘treat’ the experience however these 
lack sufficient detail to be consistently applied, however the principles of growth and 
transformation are shared across many of the papers, whether spiritually or 
psychologically. The two therapeutic approaches (CBT & Transpersonal) described 
in this paper take similar approaches yet with apparently opposing underlying 
philosophies of treatment. They advocate integration in terms of fostering growth 
and transformation however CBT appears to have a more psychological focus whilst 
Transpersonal Psychology appears to focus on the spiritual. Both have potential and 
one wonders whether they could be integrated. Further research is warranted to 
explore how theory can be applied to practice and what barriers may exist at different 
systemic levels.
It is apparent that there are many complications that may take time to resolve. 
However one hopes that this can occur sooner rather than later to provide a 
supportive, non-pathologising environment for the individual who may be struggling 
to integrate a confusing or distressing experience, whether this is spiritual or 
psychotic in nature. Where the client can describe their experience without fear of 
the sometimes painful consequences of entry into the mental health system.
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Abstract
Objective: The current service evaluation aimed to evaluate staff and client’s 
perspectives' of recovery-focused practice in a Community Mental Health Recovery 
Service (CMHRS) following a service restructure. Areas of good practice or 
requiring improvement were of particular interest, in addition to comparing 
differences between staff and client's perspectives.
Design: A cross-sectional descriptive service evaluation was conducted using the 
Recovery Self Assessment - Revised (RSA-R; O’Connell, Tondora, Kidd, Stayner, 
Hawkins, and Davidson, 2007).
Participants: Twenty-one clients in receipt of services from the CMHRS and eleven 
front-line clinical staff working at the CMHRS participated.
Results: Results suggest that participants agreed that the service was recovery- 
focused, with clients agreeing to a higher extent than staff. Areas of good practice as 
evaluated by both staff and clients were 'choice' and 'invite' - suggesting that they 
experienced the service as being non-coercive and that client decisions are respected 
and that the staff and physical environment was welcoming. It was suggested that 
service-user involvement was an area requiring more attention. 
Conclusions/implications: The pattern of results were similar to a previous study 
(O’Connell, Tondora, Croog, Evans and Davidson, 2005). Staff have privileged 
information about the targets they should be meeting, at an organisational level, 
which clients would not be privy to. It is possible that staff underestimate areas of 
good practice due to organisational pressures. Service-user involvement may be a 
valuable area for the service to be aware of - a number of recommendations were 
made.
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Introduction
Recovery has been described as more than just 'clinicaT recovery and instead 
focuses on a person’s self-defined sense of wellbeing, which can co-exist with 
clinical symptoms (Slade, 2009a). It embodies a person-centred approach putting the 
service-user at the centre of their recovery, working in partnership with their mental 
health service provider (Slade, 2009a). Four suggested principles of recovery are 
hope, finding a positive identity, having a meaningful life and having a sense of 
agency in relation to recovery (Andresen, Oades and Caputi,, 2003 in: Shepherd, 
Boardman & Slade, 2008). Unfortunately, there is little published research on client 
evaluation of recovery-focused practice within statutory mental health services.
Service-users^, researchers and clinicians have highlighted the need of 
recovery-focused service-provision internationally. The Department of Health (2010) 
have acknowledged this shift by incorporating recovery principles into policy and 
practice; however, due to gradual implementation is as yet not widespread. However, 
evaluation should be meaningful to service users, especially since services are often 
criticised for measuring outcomes that are less relevant to service-users personal 
goals and values (Drake et al., 2001) and based primarily on organisational interests. 
Additionally, since recovery is such a personal journey, it has been suggested that 
staff struggle to translate recovery theory into practice in a meaningftil individualised 
way (Meehan, King, Beavis and Robinson, 2008)
Recent changes have been made to local Community Mental Health Teams 
(CMHT) in an NHS Trust in South East England in renaming them Community 
Mental Health Recovery Service (CMHRS) to highlight the shift in focus of service
The terms service-user and client will be used interchangeably throughout the report to describe 
people with lived experience of mental health difficulties. The author recognises that different 
people prefer different terms of reference and so one was not privileged above another.
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delivery to emphasise recovery principles. In particular, changes include a move 
away from working across primary and secondary care, moving to working solely in 
secondary care. Alongside this was the introduction of care clustering and payment 
by results (PbR), implemented following a White Paper 'Equity and Excellence: 
Liberating the NHS' (DoH, 2010). The implications were that service provision 
aimed to become more target-oriented. In particular, clients are allocated to a 'care 
cluster' with an accompanying fixed tariff for their care package, to be delivered 
within a specified period. Failure to provide this within the given time, results in 
fines accrued by the service, putting staff under increased pressure to meet targets - 
however the implementation process is still in the early stages. However, recovery 
principles include moving people to a point where they can function independently 
without services and so PbR was seen as partly a recovery-focused change to service 
provision.
The aims of the CMHRS are based on the ‘Ten Essential Shared Capabilities’ 
(DoH, 2004). These include: working in partnership, respecting diversity, practicing 
ethically, challenging inequality, promoting recovery, identifying people’s strengths 
and needs, providing service-user centred care, making a difference, promoting 
safety and positive risk taking and personal development and learning (p.3, DoH, 
2004). Thus the service provided by CMHRS’ should aim to reflect these qualities 
and this should be evident to service-users and staff. Furthermore, local Trust policy^ 
states that service-user involvement in service evaluation must increase. Therefore, a 
service evaluation of the degree of recovery-focus of the CMHRS from both staff 
and service-user perspectives is important and timely. If the service is not meeting its
® Reference of the policy document is included in the reference list but was excluded in the text as it 
would compromise anonymity of the service.
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Stated objectives, this has possible implications for service-users, staff, the service 
and possibly the wider organisation. For example, clients might not be receiving 
evidence-based treatments and service funding could be effected.
Aim
The aim was to measure staff and service-users’ perspectives on the degree of 
recovery-focused practice in a CMHRS. The research questions were:
How recovery-focused is the practice of the CMHRS as reported by clients? 
How recovery-focused is the practice of the CMHRS as reported by staff? 
What are the areas of good practice/improvement as reported by clients?
What are the areas of good practice/improvement as reported by staff?
Do staff and client perceptions of recovery-focused practice differ?
Method
The project was registered with the local R&D department as a service evaluation 
and did not require ethical approval.
The evaluation was a descriptive cross-sectional questionnaire design.
Participants
The sample was drawn from staff and clients of the CMHRS.
Staff: Staff participants were 11 individuals from differing professional 
backgrounds including social workers, community mental health nurse practitioners, 
psychiatrists, occupational therapists, psychologists, approved mental health 
professionals and support workers. They were included based on having direct client 
contact with front-line service provision and giving informed consent.
156
URN:6198678
Table 1 shows a summary of demographic information for staff participants. 
Information on profession was not collected as this may have compromised 
anonymity for staff, as professional groups were so small within the service. 
Fourteen staff members were invited to take part. Some staff members declined to 
supply demographic information as (it is assumed) this could compromise 
anonymity.
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Table 1.
Demographics
Staff Clients
Missing Missing
Age(years) (31-39)=5
(41-49)=2
(51-59)=!
3 (18-29)=5
(30-39)=3
(40-49)=5
(50-59)=3
(60-69)=4
1
Sex (m)3
(f)7
1 (m)4
(f)9
8
Ethnicity: 1 2
White British 7 16
White Other 2 1
Any Other 1 0
Mixed White/ 
Asian
Asian/Asian 
British Indian
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Clients'. The service-user group consisted of 21 individuals in current receipt 
of services from the CMHRS. They were included based on giving informed consent 
and having capacity to do so.
Table 1 shows a summary of demographic information for client participants. 
Response rates were difficult to ascertain due to anonymity of responses and since 
these were not always returned directly to the issuing staff member. Of the staff 
invited to take part, one was a carer support worker who did not approach their 
clients, as they were carers and not the group of interest for this evaluation. Two 
staff members declined approaching their clients. This reduced the potential 
minimum client sample from 39 (based on 13 staff approaching three clients each) to 
30.
Measures
The Recovery Self-Assessment (RSA) questionnaire (O’Connell, Tondora, Croog, 
Evans and Davidson, 2005) was designed to measure recovery-focussed practice of 
mental health services and was developed firom literature on important aspects of 
recovery, in collaboration with service-users, carers and service-providers. It consists 
of different forms designed for carers, person-in-recovery and providers etc. It is a 
36-item self-report questionnaire with a 5-point Likert scale fi*om 'strongly disagree' 
to 'strongly agree'. Internal consistency was good with Cronbach’s alpha ranging 
fi*om 0.76 to 0.9. Factor analysis revealed five factors. 'Life goals' refers to staff 
contribution to assisting clients to work towards individual life goals. 'Involvement' 
refers to client involvement in service development and delivery, staff training and 
management meetings. 'Diversity of treatment options' refers to whether clients are 
linked with peers, have a range of treatment options or are involved in non mental
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health activities. 'Choice' refers to use of coercion, access to medical records and 
staff respecting client decisions. 'Individually-tailored services' refers to personalised 
service delivery in regarding cultural needs, interests and so on.
A revised version (RSA-R) was developed (O’Connell, Tondora, Kidd, 
Stayner, Hawkins, and Davidson, 2007) and published online in response to 
criticisms of the earlier version. Unfortunately, reliability figures or norms were 
unavailable. The factors remained the same as the RSA with an addition of a further 
factor of 'invite', which described how welcoming the team and the physical 
environment were. The RSA-R had 32 items.
The current evaluation used ‘person in recovery’ and ‘provider’ forms. 
Additional questions (end of App. 5) were added to the end of the ‘provider’ form of 
the RSA-R. This allowed staff to indicate and describe any recovery-focused changes 
to their practice since the service restructure. This aimed to make the results more 
meaningful and put them into a service/practice context, particularly in terms of 
giving an approximate measure of change to assist understanding results of the 
questionnaires.
Procedure
Demographic information was collected including age, ethnicity and gender. Consent 
was assumed to be implicitly given on completion of the questionnaire and reading 
the information sheet. All potential participants had the option to decline 
involvement. The participant information sheet clearly stated that no consequences 
would arise from non-participation. Participants were informed that their data would 
remain confidential and anonymous but would be used as part of a University 
assignment.
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Clients: CMHRS staff each invited three clients on their caseload to 
participate and they distributed the measures. Clients were given an information 
sheet (App. 1), a 'person in recovery' RSA-R (App. 2) and a demographic sheet (App. 
3), with a plain brown envelope. They were asked to read the contents and if they 
wished to take part, complete the questionnaire, seal it in the envelope and return it to 
staff. If they did not wish to complete it, they could decline and return the materials 
to the staff member. The staff member returned the sealed envelopes to the 
researcher. Clients were given the option to leave the completed forms at the 
reception desk at the CMHRS or to post them direct to the researcher at the CMHRS, 
postage was provided.
Staff: Staff were invited to participate at the weekly team meeting and were 
given an information sheet (App. 4), 'provider' form of RSA-R (with additional 
question - see 'Materials' App. 5) and demographic form (App. 3). Staff returned 
questionnaires to the researcher by leaving them in her pigeonhole at the team base. 
Analysis
Descriptive statistics illustrated the degree of recovery-focused practice and the 
nature of any differences between staff and service-user views. Inferential statistics 
were deemed unsuitable due to the small numbers and nature of the service 
evaluation. Staff provided descriptions of individual changes to practice.
Results
Recovery-focus
Table 2 shows means and standard deviations for the six factors and total score of the 
RSA-R. The mean total score suggests that staff and clients agreed that the team
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offered a recovery-focused service, where 1 is strongly disagree and 5 is strongly 
agree.
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Table 2
RSA-R: Mean and standard deviation
Client Staff
Mean SD Mean SD
Invite 4.43 0.591 3.77 0.72
Life goals 4.27 0.715 4.11 0.513
Treatment 3.96 0.936 3.15 0.656
Diversity
Choice 4.45 0.615 4.44 0.408
Involvement 3.34 1.199 2.88 0.658
Individually 4.38 0.732 3.85 0.626
Tailored
Total 4.15 0.749 3.83 0.473
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Good practice/improvements
Staff and clients rated 'choice' as the highest factor. Staff and clients rated 'life goals' 
and 'invite' as second highest respectively.
Staff and clients gave 'involvement' the lowest score. However, the standard 
deviation for 'involvement' suggests more variation in client responses than for staff, 
suggesting less overall consistent agreement within the client group.
Staff versus client views
Figure 1 illustrates differences of mean scores between staff and client views for 
each factor of the RSA-R and the total score. Overall, the pattern of scores indicates 
that staff did not agree as strongly as clients that the team was providing a recovery- 
focused service.
C lent
Figure 1. Mean scores
(Key: 1 - strongly disagree to 5 - strongly agree)
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Changes to practice
All staff completed the question about the personal degree of change made to their 
recovery-focused practice (M=2.18, SD = 1.54) - between 'moderately' and 'quite a 
lot'. Figure 2 shows the frequency of each response.
Only eight of the staff described changes in practice (Appendix. 6) in the 
open question. Five of these eight described having already worked in a recovery- 
focused way prior to service restructure, although also rated themselves numerically 
as having made changes. The remaining three who describedhsiwmg made changes, 
only reported these numerically as slight/moderate changes.
No. of respondents
Figure 2. Frequency of 'change to practice' scale.
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Discussion
Overall, results suggest that staff and clients agree the CMHRS is recovery-focused, 
with 'choice' and 'invite'jointly considered as areas of good practice and 'involve' as 
the weakest area relatively. Clients consistently evaluated the service as more 
recovery-focused than staff. Clients noted that staff respect their views; they are 
made to feel welcome and the team base was comfortable. Mental health services 
have been criticised for often being in unwelcoming, sometimes stigmatising 
buildings such as old asylums. The physical environment of this service appears to 
put clients at ease at a time when they may be distressed. Mental health services have 
also been criticised for perpetuating power disparities between staff and clients. 
Shepherd, Boardman and Slade (2008) recognise that recovery approaches need a 
shift away from traditional client-staff relationships. Staff respecting client views is 
important in addressing power differentials and communicating that client's are 
important and listened to. This ease of communication, sense of respect and general 
welcoming feeling may set the tone for the relationship with the service and facilitate 
a smoother journey through recovery. Staff rated 'life goals' highly and some of their 
comments illustrated that this was actively pursued, partly in the context of 
promoting independence.
O'Connell and colleague's (2005) evaluation of mental health services across 
the state of Connecticut using the RSA, found a similar pattern of results to the 
current evaluation. Clients consistently rated services as more recovery-focused than 
staff, with 'choice' and 'life goals' being areas of good practice and 'involvement' 
being the weakest area. It should be noted that the original study was done in a 
different country and service context using the RSA, therefore comparisons should
166
URN:6198678
be tentative. Additionally the mean scores themselves were strikingly similar from 
O’Connell et al., (2005) (App. 7) and the current evaluation.
It is positive that the service is recovery-focused and that clients recognise 
this. However, it is unknown whether this was a change from prior to the restructure 
as there was no baseline to refer to. Most staff felt they were already recovery- 
focused and described few changes to practice. This could explain the disparity in 
results for RSA-R between staff and clients. If staff were already recovery-focused, 
the service restructure may have implied that their practice was not 'recovery-focused 
enough' and therefore had to perform at a higher level. However, results for the 
additional staff question were confusing. Each staff member reported making 
changes to their practice using the rating scale, yet mostly described few changes. 
Those who described changes - only reported small changes to practice, whereas 
people who rated themselves as making larger changes failed to describe them. Staff 
descriptions of changes to practice were predominantly about promoting 
independence, which straddles many of the RSA-R factors, and therefore possibly 
not adequately captured.
Both groups rated 'involvement' as requiring improvement. Client 
involvement is described as important at a local and national policy level within the 
NHS (DoH, 2004). Anecdotally, client participants requested future opportunities to 
feedback to the service. Increasing awareness of and boosting such opportunities for 
clients or become involved at a service/training level may be warranted.
Differences in knowledge might explain varying results between staff and 
clients. Staff need to know about organisational expectations for service delivery. 
Therefore, they may judge their performance more harshly than clients who are less 
aware of service targets. An alternative explanation could be that staff struggle to
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acknowledge their good practice. Client-centred practice may not be evaluated or 
fed-back to staff in a meaningful way and feedback may be solely target-oriented. 
Therefore, staff may internalise potentially disheartening messages, received 
implicitly or explicitly, from the Trust rather than reassuring messages from clients. 
Such organisational-centred feedback might affect motivation.
Services that work to recovery principles make their values explicit (Slade, 
2009b). This is true for this service as values are very visible on notice boards around 
the building. Additionally, the highly visible service restructure implied that recovery 
principles were inherent in service delivery, which could be important in staff further 
internalising these principles. It is encouraging that staff are already familiar with 
and 'buy into' recovery principles. It has been noted that there is a risk that staff who 
agree with recovery principles do not change their practice to be more recovery- 
focused (Davidson et al., 2003 in Slade, 2009b).
In conclusion, the current evaluation suggests that staff and clients agree that 
the team is operating in a recovery-focussed way in line with the Operational Policy. 
It is hoped this will provide reassurance and feedback to the team^®, enabling them to 
tailor their practice where appropriate, as recommended by Slade (2009a). It might 
also be reassuring, for clients to receive such feedback.
Recommendations
1. Acknowledge and continue to build on areas of good practice identified such 
as choice and invite.
A meeting is planned to feedback results to the staff team which will include staff participants. A 
plan to feedback to clients will be discussed with the team and implemented as appropriate.
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2. Offer opportunities for clients to feedback to the team. Potential strategies 
include: a comment box in the reception area of the team base; replication of 
the current evaluation; a focus group for enabling clients to share 
ideas/comments for service delivery.
3. Explore opportunities to increase client involvement with staff training and 
service development/delivery and increase awareness of current 
opportunities. A focus group could elicit feedback from clients that could 
shape friture service delivery and possibly be compiled into a leaflet for new 
clients in terms of positive feedback.
4. The team already offers a carer support group. It might be helpful to explore 
providing something similar for clients to increase involvement, 
empowerment and sources of support. A 'graduate' (discharged/recovered) 
client could co-facilitate this.
Strengths and limitations
Service-user involvement was a strength of the evaluation from designing materials, 
including the RSA-R, to participation. Therefore, this project helps to achieve an aim 
of the CMHRS Operational Policy of increased person-centred service delivery.
Although much thought and consideration went into the design of the 
evaluation, focus groups might have been useful. This may have provided richer data 
without the restrictions of the RSA-R factors (which may reflect American views on 
recovery), thus obtaining broader feedback on other areas of recovery.
Because no comparable UK data was available for the RSA-R, comparing 
performance of similar teams is not possible. At time of writing, a National Survey 
was completed, but unpublished, in the UK (Research into Recovery, 2012). It aimed
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to test reliability and validity of the RSA-R, and hoped to produce UK norms for 
adult CMHTs. Publication is planned for 2013.
Some selection bias was possible. It was unclear how staff decided who to 
approach. It is possible that staff inadvertently approached clients who may have 
been more complimentary about the service than others. In future, a postal survey 
may reduce any selection bias and any perceived pressure to respond favourably.
A Trust-wide recovery evaluation is planned. The lead Consultant Clinical 
Psychologist has contacted the author and suggested the current evaluation may be 
replicated for this purpose. The above points should be considered prior to 
replication.
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Appendix 1: Client Information sheet
SERVICE EVALUATION: X Community Mental Health Recovery Service (CMHRS), (team 
base)
How recovery-focussed do you th ink w e are?
My name is (author) and I am a Trainee Clinical Psychologist based in the Psychology 
Department at the University of Surrey, Guildford. This means that I already have a 
university degree in psychology, and am taking my studies further by now studying at post­
graduate level for a doctorate qualification (the training programme is called a PsychD 
programme, meaning it is only for people who already hold a degree plus relevant 
experience). Although I get to be called 'Dr' once I'm qualified I am not medically trained. 
In order for me to  study at this post-graduate level, I need to have relevant experience too. 
I have spent the last year working at X CMHRS.
As part of my training on this PsychD programme to become a clinical psychologist, I have 
to do a Service Evaluation to find out what you think of how recovery-focussed our service 
is.
I would like to invite you to  help me with this by taking part in a service evaluation. To help 
you decide if you would like to take part, please read this Information Sheet so that you 
know what you will be asked to do.
Recovery-focus
A recovery-focussed service aims to help people with mental health problems to look 
beyond mere survival and existence. It encourages them to move forward, set new goals 
and do things and develop relationships that give their lives meaning despite mental illness.
What do you think about how recoverv-focussed our service Is?
We are very interested in finding out what you think of our service. We aim to  m eet your 
individual needs in a way that helps you to cope with some of the difficulties you may have 
with your mental health. Hearing about your experience and opinions will help us to 
improve our service.
The questionnaire that is enclosed asks for your feedback on what you think of how 
recovery-focussed we are. We would be very grateful if you could complete it and either 
hand it back to the person that gave it to you in the envelope provided and seal the 
envelope, post it or hand it in at reception at (team base) as soon as possible.
Your feedback is very important to us and helps us to develop the service in a way that 
makes it more helpful to those who use it. So please answer the questions enclosed as 
honestly as possible -  if we don't know what we're doing that is unhelpful or could be 
better, we can't change it. Similarly, if we can know what we're doing that is helpful, we 
want to ensure we keep doing it.
Taking part is entirely up to you and will in no way affect any future care or contact you 
have with the service.
Does what I sav get shared with anyone else?
Service evaluations are always supervised by someone senior to me, so my supervisor may 
have access to the information about you during the research study. Supervision is to  help 
me ensure I am conducting the project properly and according to ethical guidelines. My 
supervisor's name and contact details are at the end.
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Some people may feel unable to be completely honest about what they think of the service 
because they worry that it w on't be anonymous. We want to reassure you that your 
feedback will be completely anonymous. No-one in the service, including the person that 
gave you this questionnaire, will know what your individual answers were on this 
questionnaire. Your name is not anywhere on the enclosed forms. If you hand it back to the 
person who gave it to you, please seal the envelope. The envelope will not be opened by 
this member of staff and will only be opened by me (author).
What happens to the completed form?
Once we receive the completed questionnaire, it will be kept in a locked cabinet. The forms 
will then be read by me (author). I will not know who filled out each form as your name 
w on't be on it. I will collect all the forms together and talk to the team  about the feedback 
so that we can make improvements to our service. The team  will not know who gave 
feedback.
Because this service evaluation is part of a University project, that means that my tutors at 
University will see the results of the questionnaires. However, they will not know who filled 
the forms out because your name isn't on the form.
If you have any questions or are uncertain about how to fill out the form, please either 
speak to the person that gave you this form or call X CMHRS on (tel. no) and ask to  speak to 
(Trainee Clinical Psychologist) or Dr Y (Clinical Psychologist and Supervisor).
Thank you for taking the time to read this Information Sheet.
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Appendix 2
RSA-R
Person in Recovery Version
Please circle the number below which reflects how accurately the following statements describe the 
activities, values, policies, and practices of this service (CMHRS).
1 2 3 4 5
Strongly Disagree Strongly Agree
N/A= Not Applicable 
D/K= Don’t Know
1. Staff welcome me and help me feel comfortable 1 2 3 4 5 N/A D/K
2. The physical space of this service (e.g. the reception, waiting rooms, etc.) feels
inviting and dignified. 1 2 3 4 5 N/A D/K
3. Staff encourage me to have hope and high expectations for myself and my
recovery. 1 2 3 4 5 N/A D/K
4 .1 can change my clinician or case manager if I want to. 1 2 3 4 5 N/A D/K
5 .1 can easily access my treatment records if I want to. 1 2 3 4 5 N/A D/K
6. Staff do not use threats, bribes, or other forms of pressure to get me to do what
they want. 1 2 3 4 5 N/A D/K
7. Staff believe that 1 can recover. 1 2 3 4 5 N/A D/K
8. Staff believe that 1 have the ability to manage my own symptoms. 1 2 3 4 5 N/A D/K
9. Staff believe that I can make my own life choices regarding things such as
where to live, when to work, whom to be friends with, etc. 1 2 3 4 5 N/A D/K
10. Staff listen to me and respect my decisions about my treatment and care. 1 2 3 4 5 N/A D/K
11. Staff regularly ask me about my interests and the things 1 would like to do in
the community. 1 2 3 4 5 N/A D/K
12. Staff encourage me to take risks and try new things. 1 2 3 4 5 N/A D/K
13. This program offers specific services that fit my unique culture and life
experiences. 1 2 3 4 5 N/A D/K
14.1 am given opportunities to discuss my spiritual needs and interests when I
wish. 1 2 3 4 5 N/A D/K
15.1 am given opportunities to discuss my sexual needs and interests when 1
wish. 1 2 3 4 5 N/A D/K
16. Staff help me to develop and plan for life goals beyond managing symptoms or 
staying stable (e.g., employment, education, physical fitness, connecting with
family and friends, hobbies). 1 2 3 4 5 N/A D/K
17. Staff help me to find jobs. 1 2 3 4 5 N/A D/K
18. Staff help me to get involved in non-mental health related activities,
such as church groups, adult education, sports, or hobbies. 1 2 3 4 5 N/A D/K
19. Staff help me to include people who are important to me in my
recovery/treatment planning (such as family, friends, clergy, or an employer). 1 2 3 4 5 N/A D/K
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20. Staff introduce me to people in recovery who can serve as role models or
mentors. 1 2 3 4 5 N/A D/K
21. Staff offer to help me connect with self-help, peer support, or service-user
advocacy groups and programs. 1 2 3 4 5 N/A D/K
22. Staff help me to find ways to give back to my community, (i.e., volunteering,
community services, neighbourhood watch/cleanup). 1 2 3 4 5 N/A D/K
23 .1 am encouraged to help staff with the development of new groups, programs,
or services. 1 2 3 4 5 N/A D/K
24.1 am encouraged to be involved in the evaluation of this program’s
(team base) services and service providers. 1 2 3 4 5 N/A D/K
25 .1 am encouraged to attend agency advisory boards and/or management
meetings if I want. 1 2 3 4 5 N/A D/K
26. Staff talk with me about what it would take to complete or exit this service. 1 2 3 4 5 N/A D/K
27. Staff help me keep track of the progress 1 am making towards my personal
goals. 1 2 3 4 5 N/A D/K
28. Staff work hard to help me fulfil my personal goals. 1 2 3 4 5 N/A D/K
29 .1 am/can be involved with staff trainings and education programs at this
agency. 1 2 3 4 5 N/A D/K
30. Staff listen, and respond, to my cultural experiences, interests, and
concerns. 1 2 3 4 5 N/A D/K
31. Staff are knowledgeable about special interest groups and activities in the
community. 1 2 3 4 5 N/A D/K
32. Agency staff are diverse in terms of culture, ethnicity, lifestyle, and interests. 1 2 3 4 5 N/A D/K
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Appendix 3
Gender: Male/Female
Ethnicity (please circle):
Age:
31 White - English / Welsh / 
Scottish / Northern Irish / British
32 White - Irish
33 White - Gypsy or Irish Traveller
34 White - Any Other White 
background
35 Mixed / Multiple ethnic group - 
White and Black Caribbean
36 Mixed / Multiple ethnic group - 
White and Black African
37 Mixed / Multiple ethnic group - 
White and Asian
38 Mixed / Multiple ethnic group - 
Any Other Mixed / multiple 
ethnic background
39 Asian / Asian British -  Indian
40 Asian / Asian British -  Pakistani
41 Asian / Asian British -  
Bangladeshi
42 Asian / Asian British -  Chinese
43 Asian / Asian British - Any other 
Asian background
44 Black / African / Caribbean / 
Black British -  African
45 Black / African / Caribbean / 
Black British -  Caribbean
46 Black / African / Caribbean / 
Black British -  Any other Black / 
African / Caribbean background
47 Other ethnic group -  Arab
48 Other ethnic group -  Any other 
ethnic group
98 Any other
99 Not known/not provided
Thank you very much for your time.
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Appendix 4: Staff information sheet
SERVICE EVALUATION: (CMHRS),
How recovery-focussed is our service?
As part of my training on the PsychD programme to become a clinical psychologist, i have to 
do a Service Evaluation to find out what you think of our service.
I would like to invite you to help me with this by taking part in a service evaluation. To help 
you decide if you would like to take part, please read this Information Sheet so that you 
know what you will be asked to do.
What do you think of our service?
I am very interested in finding out what you think of our service. We aim to provide a 
recovery-focused service to our clients and i am interested in finding out to  what extent 
you think that we are working in a recovery-focused way. Hearing about your experience 
and opinions will help us to think about the team 's strengths and areas where maybe extra 
support might be needed. The aim of this evaluation is to be helpful and supportive and to 
think about what we are doing well.
The questionnaire that is enclosed asks for your feedback on what you think of the service. I 
would be very grateful if you could complete it and either hand it back to (author) in the 
envelope provided and seal the envelope, or leave it on her desk or in her dip as soon as 
possible.
Your feedback is very important and helps us to develop the service in a way that makes it 
more helpful to those who use it. So please answer the questions enclosed as honestly as 
possible -  if we don't know what we're doing that is unhelpful or could be better, we can't 
change it. Similarly, if we can know what we're doing that is helpful, we want to ensure we 
keep doing it.
Taking part is entirely up to  you.
Does what I sav get shared with anyone else?
What you say will remain confidential and will only be seen by (author). All personal details 
about you will be kept anonymous in the study.
Service evaluations are always supervised by someone senior to me, so my supervisor (X) 
may have access to the information about you during the research study. Supervision is to 
help me ensure I am conducting the project properly and according to ethical guidelines.
Some people may feel unable to be completely honest about what they think of the  service 
because they worry that it w on't be anonymous. We want to reassure you that your 
feedback will be completely anonymous. No-one in the service will know what your 
individual answers were on this questionnaire. Your name is not anywhere on the enclosed 
forms. The envelope will not be opened by this member of staff and will only be opened by 
me (author).
What happens to the completed form?
Once we receive the completed questionnaire, it will be kept in a locked cabinet. The forms 
wili then be read by me (author). I wili not know who filled out each form as your name 
won't be on it. i will collect all the forms together and then feedback the results to  the 
team so we can focus on what we are doing weii and any areas that might need attention.
178
URN: 6198678
Because this service evaluation is part of a University project, that means that my tutors at 
University will see the results of the questionnaires. However, they wiii not know who filled 
the forms out because your name isn't on the form.
If you have any questions or are uncertain about how to fili out the  form, please speak to 
(Trainee Clinical Psychologist) or Dr Y (Clinicai Psychologist).
Thank you for taking the time to read this Information Sheet.
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Appendix 5:
RSA-R 
Provider Version
Please circle the number below which reflects how accurately the following statements describe the 
activities, values, policies, and practices of this service (Tandridge CMHRS).
1 2 3 4 5
Strongly Disagree Strongly Agree
N/A= Not Applicable 
D/K= Don’t Know
1. Staff make a concerted effort to welcome people in recovery and help them
to feel comfortable in this service. 1 2 3 4 5 N/A D/K
2. This service offers an inviting and dignified physical environment
(e.g., the reception, waiting rooms, etc.). 1 2 3 4 5 N/A D/K
3. Staff encourage service-users to have hope and high expectations for
their recovery. 1 2 3 4 5 N/A D/K
4. Service-users can change their clinician or case manager if they wish. 1 2 3 4 5 N/A D/K
5. Service-users can easily access their treatment records if they wish. 1 2 3 4 5 N/A D/K
6. Staff do not use threats, bribes, or other forms of pressure to influence the
behaviour of service-users. 1 2 3 4 5 N/A D/K
7. Staff believe in the ability of service-users to recover. 1 2 3 4 5 N/A D/K
8. Staff believe that service-users have the ability to manage their own
symptoms. 1 2 3 4 5 N/A D/K
9. Staff believe that service-users can make their own life choices 
regarding things such as where to live, when to work, whom to be friends with,
etc. 1 2 3 4 5 N/A D/K
10. Staff listen to and respect the decisions that service-users make
about their treatment and care. 1 2 3 4 5 N/A D/K
11. Staff regularly ask service-users about their interests and the things
they would like to do in the community. 1 2 3 4 5 N/A D/K
12. Staff encourage service-users to take risks and try new things. 1 2 3 4 5 N/A D/K
13. This service offers specific services that fit each participant’s unique
culture and life experiences. 1 2 3 4 5 N/A D/K
14. Staff offer participants opportunities to discuss their spiritual needs and
interests when they wish. 1 2 3 4 5 N/A D/K
15. Staff offer participants opportunities to discuss their sexual needs and
interests when they wish. 1 2 3 4 5 N/A D/K
16. Staff help service-users to develop and plan for life goals beyond 1 2 3 4 5 N/A D/K
managing symptoms or staying stable (e.g., employment, education, physical
fitness, connecting with family and friends, hobbies).
17. Staff routinely assist service-users with getting jobs. 1 2 3 4 5 N/A D/K
18. Staff actively help service-users to get involved in non-mental 
health related activities, such as church groups, adult education,
sports, or hobbies. 1 2 3 4 5 N/A D/K
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19. Staff work hard to help service-users to include people who are 
important to them in their recovery/treatment planning (such as family, friends,
clergy, or an employer). 1 2 3 4 5 N/A D/K
20. Staff actively introduce service-users to persons in recovery who
can serve as role models or mentors. 1 2 3 4 5 N/A D/K
21. Staff actively connect service-users with self-help, peer support, or
advocacy groups and programs. 1 2 3 4 5 N/A D/K
22. Staff actively help people find ways to give back to their community (i.e.,
volunteering, community services, neighbourhood watch/cleanup). 1 2 3 4 5 N/A D/K
23. People in recovery are encouraged to help staff with the development of
new groups, programs, or services. 1 2 3 4 5 N/A D/K
24. People in recovery are encouraged to be involved in the evaluation of this
agency’s programs, services, and service providers. 1 2 3 4 5 N/A D/K
25. People in recovery are encouraged to attend agency advisory boards and
management meetings. 1 2 3 4 5 N/A D/K
26. Staff talk with service-users about what it takes to complete or exit
the service. 1 2 3 4 5 N/A D/K
27. Progress made towards an individual’s own personal goals is tracked
regularly. 1 2 3 4 5 N/A D/K
28. The primary role of CMHRS staff is to assist a person with fulfilling his/her
own goals and aspirations. 1 2 3 4 5 N/A D/K
29. Persons in recovery are involved with facilitating staff trainings and
education at this service. 1 2 3 4 5 N/A D/K
30. Staff at this program regularly attend trainings on cultural competency. 1 2 3 4 5 N/A D/K
31. Staff are knowledgeable about special interest groups and activities in the
community. 1 2 3 4 5 N/A D/K
32. Agency staff are diverse in terms of culture, ethnicity, lifestyle, and
interests. 1 2 3 4 5 N/A D/K
Thank you for your time.
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Since th e  c h a n g e  to  th e  se rv ice  becom ing  a R ecovery  serv ice , 
how  m uch h a s  y o u r individual p rac tice  c h a n g e d  to  b e co m e  m ore  
'reco v ery -fo cu sed '?
(p le a se  circle)
0 - n o t a t  all
1 -  slightly
2 -  m o d era te ly
3 -  q u ite  a  lot
4  - m ostly
5 -  ex trem e ly
P lease  d esc rib e  below :
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Appendix 6: Staff comments (verbatim)
"paper work - not clinical work - focusing on discharging"
"I had previously worked in a recovery-focused service so feei that this is just an extension 
of work done previously"
"I personally, and I believe this is true of most team  members were already firmly focused 
on recovery as the primary aim."
"Being more proactive and creative in looking at ways to help service-users to fulfil their 
potential; involvement in looking at services outside of those traditionally used; 
encouraging and supporting clients to  take on tasks such as form filling etc which I would 
normally do if they are able to."
"The main change is a focus on group work to  try and see more people than you could 1:1."
"I feel my practice was already recovery focused but I have become more attentive of the 
persons wider needs (e.g. skills, interests, hobbies).I am also more aware of wanting to 
minimise client time spent in services (mental health specifically) and not 
encouraging/fostering unhelpful reliance, but instead promote their own coping."
"We have been working towards recovery for a long time."
"I have always seen my role as 'promoting wellness and recovery' and helping people with 
mental health difficulties to function well within their community. I think it is a good shift, 
as it decreased the likelihood that people will become dependent on services."
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Appendix 7: RSA mean scores and standard deviations extracted and reproduced from 
O'Conneil et ai., (2005).
Client Staff
Mean SD Mean SD
Invite n/a n/a
Life goals 4.21 0.7 4.1 0.66
Treatment 4.02 0.91 3.95 0.78
Diversity
Choice 4.14 0.82 4.08 0.69
involvement 3.79 0.91 3.39 0.8
Individually 4.01 0.81 3.82 0.79
Tailored
Total 4.06 0.69 3.87 0.62
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School of Psychology Coursework Form 
PsychD Clinical Psychology
Assignment Title: Final Reflective Account: On becoming a 
chnical psychologist: A retrospective, developmental, reflective 
account of the experience of training
Student URN: 6198678
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When  ^began writing this reflective account, I had decided to offer an overview of 
my low self-confidence as the main theme. However, as I was writing I realised 
many of the examples I was discussing were actually about relationships and the 
nature of the different relationships I had with different professionals at various 
points during training. Reflecting on this then led me to consider how my 
understanding of relationships has developed during training and how this may 
influence my professional practice post-qualification. As such, I will offer an 
overview of the development of my understanding of relationships during training, 
with reference as appropriate to self-confidence. The account aims to follow a 
chronological structure however due to the reflective nature of the narrative may at 
times lose this thread. However, I hope that the following conveys a developmental 
account of my learning and subsequent reflections.
Relationships are important throughout the lifespan with the nature of early 
attachments understood as being instrumental in later development and psychological 
wellbeing (e.g. Bowlby, 1969). However, upon starting training I was unaware of the 
importance of the relationship and perhaps took it for granted. My clinical experience 
was mostly from an lAPT (Increasing Access to Psychological Therapies) service 
where early experience was little considered and the emphasis was on delivering 
brief manualised interventions in a 'one size fits all' approach. The therapeutic 
relationship was considered important and we learned about Rogers (1957) core 
conditions, however given the brief nature of interventions (often up to 3 sessions) 
the relationship did not appear to have much depth. I often found myself becoming 
frustrated with the LAPT model as it did not allow exploration of early experiences
The first person will be used throughout to reflect the reflective practitioner perspective.
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that often seemed to be at the root of clients presenting difficulties. Cognitive 
Behaviour Therapy (CBT) in this context seemed at best a sticking plaster.
The teaching on systemic theory and attachment in the early stages of clinical 
training highlighted the importance of the relationship. At this point, I started to view 
relationships in the context of mental wellbeing in an entirely different way. This 
was reinforced by carers attending a lecture on service user and carer involvement 
which provided a real example of the importance of relationships for clients and their 
recovery, something I had hitherto failed to consider.
My first placement gave me the opportunity to put this learning into practice. 
The first assessment I conducted opened my eyes to the importance of early 
experience and relationships. Following this assessment, I noted in my reflective 
journal that exploring early relationships and experiences was incredibly informative 
and that the longitudinal formulation was exciting as it all made sense. I was excited 
to tell my supervisor about my 'discovery' and commented that lAPT misses so much 
by failing to explore early experience. Of course, this would be no revelation to my 
supervisor as she would already have known about this but it felt to me at the time 
that I had struck upon something revolutionary. Looking back at this indicates how 
far I have developed in the last few years of training. I still have that same 
excitement and wonder about formulation and enjoy the process of making sense of 
how someone's life experience has brought them to their current predicament. 
However, I now draw on a wealth of theory and models to inform my formulations, 
which I did not have at my disposal in those early stages. Moreover, I am now more 
skilled at applying such knowledge to practice.
It was with this first client that my understanding of the therapeutic 
relationship developed. She was understood by the team to have undiagnosed
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'personality issues'. My supervisor and I felt uncomfortable using this language and 
understood these 'issues' as difficulty with relating to others. The client spoke about 
feeling let down when a previous therapist ended therapy with her, she seemed to 
have become particularly dependent and attached to this therapist, and so had taken 
the ending quite badly. I was therefore quite concerned when she said that she liked 
me and was anxious about my leaving - given that I was on placement and thus 
would not be there forever. I discussed this in supervision where my supervisor 
reminded me that we were not working in a brief lAPT model and therefore would 
have the time for a good therapeutic relationship to develop and for it to end well, 
always keeping the ending in mind. My supervisor also helped me to think about 
what skills I had used to help bring about the good therapeutic relationship. This 
helped me to shift from thinking that I had done something 'wrong' by her becoming 
so attached to thinking about how it might benefit her in the future. In retrospect and 
with new learning in mind I can also now consider this from the perspective of 
theory (e.g Obegi, 2008) on the importance of internalising a positive attachment 
relationship in adult life and what possibilities that may open up for the future for 
such clients. Bowlby (1988) and others have suggested that the therapeutic 
relationship is an attachment. Moreover, Clarkson (2003) discusses the importance of 
a developmentally needed or reparative relationship where early caregiving or 
relational experiences do not meet a person’s needs and the therapist then provides 
an aspect of the needed relationship.
Relationships with other professionals have also been relevant to the 
development of my professional identity. Towards the end of the first year of 
training, I had significant problems with my Major Research Project (MRP) 
supervisor. I experienced him as unsupportive, as the feedback and advice he gave
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was predominantly vague and confusing and he seemed to have little awareness of 
time pressures related to submitting work. He was an external supervisor, which 
perhaps meant he did not have the same awareness of deadlines as other supervisors.
I had repeatedly attempted to obtain the information and support I needed from him 
to no avail. I approached my research tutor for guidance in a state of some distress as 
a deadline was fast approaching. I explained the situation to her and she validated my 
concerns, saying that it certainly seemed he should be providing more concrete 
guidance than he had thus far. She offered to speak to him with me but said it would 
be much better if I could speak to him instead. Although incredibly anxious about 
explaining to him about how I felt he was not supporting my learning adequately, I 
realised it was necessary in order to progress with my research. I worried I would not 
be able to convey my concerns in a suitably sensitive yet direct way and would in 
some way rupture the relationship - a relationship I needed in order to complete my 
MRP due to his specialist knowledge. I did not feel particularly skilled in 
communicating sensitively and felt myself in general to be quite blunt and direct - 
which would be unhelpful here should I wish to develop a more harmonious 
relationship with him. Fortunately, I was able to convey my concerns in an 
appropriate manner, which facilitated an open conversation on both parts. We have 
since had a more mutually respectful, collaborative and supportive working 
relationship. This experience taught me that although I felt anxious and unskilled 
initially, I was able to negotiate and resolve a difficult situation to good effect. This 
increased my confidence in approaching similar situations in future and the learning 
gained here has since been applied to other professional relationships during training.
On reflection, I can see similarities here for clients and the therapeutic 
relationship. Given the power differential between clients and therapists (similar to
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trainees and supervisors), I wonder how intimidated, unskilled or anxious a client 
may feel with their therapist. Should a client feel dissatisfied with the support they 
are receiving how might they feel able to raise this. During training, I have begun 
asking clients for feedback about sessions during therapy, rather than at the end of 
the intervention. Although they perhaps felt anxious about this initially, they have 
felt able to give negative feedback where warranted. My openness to such feedback 
and willingness to collaboratively adjust my practice accordingly has led to stronger 
therapeutic relationships and hopefully more effective interventions.
Other professional relationships have been significant during training and will 
influence my future practice and professional identity. In particular, my clinical tutor 
has been a containing relationship and enabled me to reflect on my learning needs, 
lack of confidence and development of professional skills. She has perhaps been 
something of a secure base (Bowlby, 1988) where I have felt confident in going forth 
and embracing each new placement, knowing that I can return to her should I 
encounter any anxieties or difficulties and also in fact in sharing successes with her. 
Her openness, warmth, non-judgement and positive regard have been important in 
this regard. As such, I see her as a role model and hope to emulate these qualities in 
future. However, transition to qualified will also mean a move to more autonomous 
practice with less of the 'comforting dependency' (Skovholt and Ronnestad, 1992 
cited in Latham and Toye, 2006, p.88) that can be a feature of clinical training. It will 
be important to become less dependent in my new role and feel confident in 
becoming more autonomous. All my placement supervisors have commented 
positively on my autonomous practice, which will reinforce my confidence in this 
regard going forward.
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The most influential of professional relationships however in shaping my 
professional identity has been a supervisor on a placement in the latter half of the 
second year of training. Of all the supervisors I have had both prior to and during 
training, she is the one that I most aspire to modelling myself on both as a supervisor 
and clinician. I experienced her as warm, engaging and less boundaried than previous 
supervisors. Although at times she was perhaps too unboundaried/self-disclosing, I 
valued her openness as I felt sure of my standing with her and it enabled me to be 
less boundaried and more open and engaging. This facilitated a relationship where I 
felt more like her equal, which boosted my confidence in my practice. Although we 
were clear of the power differential and hierarchy in our relationship, I felt we related 
to each other in a more friendship way than trainee-supervisor. Other supervisors and 
colleagues have commented that I am very boundaried and quite reserved initially in 
placements and that they would prefer if I was less so. Until writing this account, I 
had struggled to make sense of this. Although I am aware that I am naturally quite a 
reserved person, I found it difficult to reflect on the impact on others of my being this 
way. My ability to be warm and engaging with clients has never been questioned, 
however my style of relating to colleagues was commented on. I naively thought 
others would feel able to relate to me regardless of the time that it takes me to 'warm 
up'. However, the current reflection process has highlighted the difference in how I 
relate to supervisors who are warmer and less boundaried to those who are less so.
As such, the next challenge for the remainder of training and post-qualification will 
be to relax my boundaries somewhat whilst still maintaining ethical and professional 
practice and perhaps practising being less reserved with other professionals. This will 
also be important for developing leadership skills as at times of change staff can seek 
a charismatic leader as an attachment figure (Mayseless and Popper, 2007). Given
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the ever-changing nature of the NHS, it will be important that colleagues see me as 
having the positive qualities of an attachment figure and a leader they can depend on.
It is possible that my style of relating to colleagues could be due to a sense of 
intimidation or power difference with colleagues since I feel more comfortable 
relating to clients. I have noticed more recently that I still feel intimidated by other 
professionals who have more power than I do. Although I have been able to negotiate 
difficulties with other professionals despite feeling intimidated, I will need to 
continue reflecting on and challenging this in future. If I remain intimidated in this 
way, this will affect my ability to take a true leadership position and might influence 
my ability to fulfil all the facets of a clinical psychologist role. I think this partly 
stems from lack of confidence on my part but also from being a 'trainee’. Once I 
qualify my job title will convey expertise and I will gain some reassurance from that. 
I have reflected with other trainees how having the title of'trainee' although 
developmentally appropriate, can at times lead other professionals to underestimate 
your skills, experience and competence. This will also be important to remember in 
future in challenging any of my assumptions or expectations of a 'trainee' or other 
junior staff. However, returning to the issue regarding implied expertise upon 
qualification, it is important to remember that this does not infer an end point in 
consolidating skills and expertise but the beginning of a developmental journey that 
will continue throughout my career (Latham and Toye, 2006).
In returning to the developmental narrative of my training, my specialist 
placement at the start of the third year provided many opportunities to consider the 
impact of relationships both professionally and clinically. The model used on this 
placement was Cognitive Analytic Therapy (CAT) which emphasises the importance 
of the relational patterns we get pulled into as a result of early experience and how
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that affects how we relate to ourselves and others (e.g. Ryle and Kerr, 2002). It has 
been suggested that in CAT the therapist comes to represent a main caregiver in that 
the reciprocal roles enacted by the client that were developed with a main caregiver 
are often repeated with the therapist (e.g. Ryle and Kerr, 2002). Rather than 
colluding with the reciprocal roles, the therapist uses this information to help the 
client. With someone I worked with in this placement, I noted the great shift from 
anxiety at the start of training regarding providing a reparative relationship to 
actively endeavouring to provide this. In this case, I felt that I represented my client’s 
mother and discussed this in supervision. Although initially uncertain about this, I 
could see from our formulation how her mother’s inability to provide containment, 
validation, empathy and care contributed to my client shutting down her emotions 
and ultimately led to development of Anorexia Nervosa. To assist recovery fi*om the 
eating disorder, my client would need to learn new ways of relating to others and 
herself. Our therapeutic relationship would be the vehicle for understanding and 
practising these new ways of relating.
Moreover, using the relationship or the space between us to work with 
transference and counter-transference enabled a different experience of a therapeutic 
relationship that I had not experienced before. This was a new skill but I think also 
allowed a deeper connection and understanding between us, provided a reparative 
relationship and I felt facilitated change for the client. At times using the transference 
felt uncomfortable but with practice and a degree of bravery in putting my ideas ‘out 
there’ I realised that I was actually more in tune with my client than I thought. By 
providing this experience for my client, she was able to take learning from our 
sessions and begin to use this with her mother. She began to rebuild her relationship 
with her mother who was now better able to meet my client’s needs.
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Looking back to where I was prior to training, I wonder at my lack of insight 
or full recognition of the importance of relationships. I perhaps had an implicit 
awareness yet was not at the stage of explicitly thinking about relationships. My 
development over the last three years has brought me to a position where I cannot 
conceive of anything that is not influenced by relationships. Moving from a more 
individualistic stance to a more systemic relational stance has enriched my 
experience of training and hopefully the lives of those I have endeavoured to help.
Post-qualification I hope to work with children and young people. From 
much of my pre-training experience with adults I now feel that services that serve 
this age group are not suited to my personal style as a psychologist. I find it 
inconceivable that many adult services do not offer systemic or relational 
interventions with the emphasis mainly on CBT. Working with children and young 
people during training has given me the opportunity to work systemically and to see 
the impact this has on the family and how this is experienced by the young person. 
Being able to intervene at a relational level quite early in a child’s life seems to offer 
more hope for the family being able to find a new way of being together that aims to 
prevent repetition of harmful or invalidating ways of relating (e.g. Carr, 2009). I am 
speaking here partly from my own perspective/experience. Perhaps going forward it 
might be useful to formally enquire about clients/families experiences of working on 
a relational/systemic level, in terms of developing my own practice.
Anecdotally however, I have had a number of parents approach me thanking 
me for the help that I gave them (family and child) commenting that they now have a 
much closer and more open relationship with their children. Moreover, I was very 
surprised with an outcome with a client’s mother who I experienced as openly
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critical, hostile and obstructive^^. This mother spoke about desperately wanting her 
seventeen year old daughter to have therapy. However, her daughter was initially 
ambivalent about therapy feeling that she did not deserve it and tried to avoid 
sessions. Mum agreed that it was important for her to attend sessions and we spoke 
separately about the importance of modelling the importance of emotional wellbeing 
to her daughter. However, it almost seemed like she was rebelling against me when I 
did not concede to her requests that I cancel my other appointments in order to suit 
her daughter. Despite knowing about the limited availability of appointments and 
also that her daughter was in the grip of Anorexia, she cancelled many of our 
appointments. By remaining boundaried and consistent with my client and her 
mother I developed a good therapeutic relationship with my client. Surprisingly, at 
the end of the placement, my client’s mother approached the team manager to ask if I 
would see her daughter privately as part of a private practice. I was stunned and 
flattered. Of all the clients I had worked with in this placement, this mother seemed 
to dislike me the most yet had made a point of asking if I could continue working 
with them. I understood this as my ability to contain the mother as well as her 
daughter. Despite her protestations and what seemed at times as her railing against 
me, my consistent boundaries, calmness and interpersonal skills offered containment 
for the mum. This may have left her feeling that her daughter was safe with me and 
perhaps that I could offer her daughter something which she was not able to.
In summary, learning about relationships gained during training both 
academically and experientially will shape my professional identity in a number of 
ways. I will continue to use my clinical and personal skills to enable those I work 
with to understand the nature of their relationships and where possible to help clients
Something noted and/or experienced by the rest of the team.
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and/or their families work towards more helpful ways of relating to one another. My 
formulations and interventions will reflect my new understanding, hopefully 
reinforced by further CPD in CAT and systemic approaches. I will continue to 
facilitate warm, engaging, appropriately boundaried relationships with clients and 
encourage them to offer ongoing feedback about therapy. As a supervisor, I hope to 
offer an appropriate level of support to my supervisees and facilitate an environment 
where they could approach me with any concerns. I aim to be mindful of how 
boundaried I am in professional relationships and use the positive role models during 
training in shaping my supervisory style. I will also continue to reflect on any sense 
of intimidation from other professionals and challenge myself about this as 
appropriate. Ultimately, I will continue building on the skills and knowledge gained 
during training throughout the rest of my career.
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Clinical Experience
All placements offered the opportunity to formulate, assess, intervene and evaluate. 
They have all included collaborative working and information-sharing with 
multidisciplinary staff (MDT), and risk assessment and management. I have seen 
clients of varying ages, presentations, ability and diversity throughout training.
ADULT: Community Mental Health Recovery Service offering support to 
adults with mental health difficulties within a secondary care context.
Models: Cognitive Behaviour Therapy (CBT) - 1:1 and group; Mindfulness CBT. 
Presentations/diagnoses: OCD, Borderline Personality Disorder, Schizophrenia, 
Bipolar Disorder, low self-esteem and anxiety.
Neuropsychology/assessment: conducted two neuropsychological assessments, 
wrote the reports and fed back to clients. I used a range of psychometric tests. 
Working with others: I worked with staff, carers and families directly and 
indirectly; shared formulations with MDT.
Other opportunities: helped design and deliver CBT for Anxiety group programme; 
I designed a poster for the carers group to encourage carer attendance; liaised with 
third sector services; presented my SRRP results (done at this service) to the team; 
involved with CPA work.
CHILD: Child and Adolescent Mental Health Team which offered 
community support to children, young people and their families. I also spent part of 
my placement at a community Child Learning Disability service.
Models: CBT, family therapy, systemic theory, narrative, behavioural 
Presentation/diagnoses: Down's Syndrome, Di George Syndrome, ADHD, autism, 
social anxiety, OCD, trauma, anger, personality disorder, behaviour that challenged 
others, poor school attendance and adjustment problems.
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Neuropsychology/assessment: assisted with assessments for autism and ADHD and 
report-writing - involved social, emotional and cognitive development history-taking 
and play assessments. Used a number of psychometric tests.
Working with others: Liaised with schools and worked directly and indirectly with 
schools, families and carers; school observation; presented to parents of children 
with autism about visual timetables and assisted with workshop - supporting parents. 
Other opportunities: spent time each week in the Family Therapy clinic; 
contributed to ongoing formulation and was part of reflecting team for range of 
clients.
LEARNING DISABILITY: Community Mental Health Team for people 
with a learning disability.
Models: CBT, DBT, narrative and behavioural.
Presentations/diagnoses: low self-esteem, Down's Syndrome, personality disorder, 
social anxiety, aggression, bereavement, autism, PTSD, hallucinations, anxiety, low 
mood and behaviour that challenged others.
Neuropsychology/assessment: Used a range of psychometric tests and completed 
neuropsychological assessments including dementia assessment with a man with 
Down's Syndrome and severe communication difficulty.
Working with others: offered consultation to staff who were struggling with their 
clients behaviour (self-harm and aggression towards staff); worked directly and 
indirectly with clients, staff, families and carers
SPECIALIST: Child and Young Person Bating Disorder service - a specialist 
Cognitive Analytic Therapy (CAT) placement.
Models: CAT, CBT, family therapy & motivational interviewing. 
Presentations/diagnoses: Anorexia Nervosa, Bulimia Nervosa, OCD and self-harm.
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Working with others: provided psycho-education and support to parents.
Other opportunities: presented to the Adult Eating Disorder service on CAT; 
developed a leaflet for school nurses with information about new DSMV criteria for 
Anorexia Nervosa and our referral details; supervised an Assistant Psychologist; 
contributed to team discussions regarding service development.
OLDER ADULTS: Community Mental Health Team for Older Adults, also 
worked in NHS physical rehabilitation service and inpatient psychiatric ward. 
Models: CBT, systemic, MBCT and behavioural (1:1, group and couple work) 
Presentations/diagnoses: mild cognitive impairment, dementia, depression, anxiety, 
fear of falling, personality disorder, adjustment to physical conditions (loss of sight, 
Parkinson’s Disease), relationship difficulties and behaviour that challenges others. 
Neuropsychology/assessment: conducted neuropsychological assessments including 
dementia screening and full neuropsychological assessments to assess for dementia. I 
have used a range of psychometric tests.
Working with others: directly and indirectly with clients, staff, families and carers 
Other opportunities: co-facilitated cognitive stimulation group for people with a 
diagnosis of dementia; suggested and implemented outcome measuring of the pre­
existing MBCT group as this was not currently taking place; managed psychology 
waiting list for rehabilitation unit; developed glossary for CT scan results to enable 
team psychologists to understand the medical terminology; supervised an Assistant 
Psychologist and trainee clinical psychologist; developed, designed, supervised and 
managed an audit of how older adult CMHT's in the Trust support carers and written 
a report for Trust managers; consultation work; assisted with Health Needs 
Assessment; presentations to clients and staff including fear of falling advice 
(clients) and risk management (staff); amended posters/leaflets for groups.
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Year I Assessments
Programme
Component
TITLE OF ASSIGNMENT
Fundamentals of Theory 
and Practice in Clinical 
Psychology (FTPCP)
Short report of WAIS-III data and practice 
administration
Research -SRRP Perspectives on recovery-focused practice in a 
Community Mental Health Recovery Service: a service 
evaluation
FTPCP -  practice case 
report
Assessment of a woman in her sixties with a presenting 
problem of transdiagnostic anxiety
Problem Based Learning 
-  Reflective Account
Practice Based Learning Reflective Account: 
Relationship to change
Research -  Literature 
Review
A review of the interface between spiritual experience 
and psychosis: therapeutic approaches
Adult -  case report Cognitive Behaviour Therapy and Mindfulness with a 
woman in her fifties experiencing intrusive thoughts
Adult -  case report Neuropsychological assessment of a woman with 
suspected cognitive difficulties
Research -  Qualitative 
Research Project
Multicultural identity: experience and meaning-making
Research -  Major 
Research Project 
Proposal
The interface between spiritual experience and 
psychosis: inter-professional negotiation in Early 
Intervention Services.
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Year II Assessments
Programme
Component
TITLE OF ASSESSMENT
Research - SRRP N/A
Research Research Methods and Statistics test
Professional Issues 
Essay
What are the potential risks and benefits to the provision 
of Mental Health services in the plans set out in the White 
Paper, Equity and Excellence: Liberating the NHS 
(2010)? How might you use psychological theory to 
predict the impact of such reform on staff, users and 
services?
Problem Based 
Learning -  Reflective 
Account
Child Protection, Domestic Violence, Parenting, and 
Learning Disabilities and Kinship Care
People with Learning 
Disabilities/Child and 
Family/Older People -  
Case Report
Cognitive behaviour therapy including family 
involvement with a 14 year old girl presenting with 
anxiety symptoms
Personal and 
Professional Learning 
Discussion Groups -  
Process Account
PPLDG process account
People with Learning 
Disabilities/Child and
Narrative work with a young woman with a learning 
disability
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Family/Older People -
Oral Presentation of
Clinical Activity
Year III Assessments
Programme
Component
ASSESSMENT TITLE
Research - SRRP N/A
Research -  MRP 
Portfolio
The interface between spiritual experience and psychosis: 
inter-professional negotiation in Early Intervention 
Services
Personal and 
Professional Learning -  
Final Reflective 
Account
On becoming a clinical psychologist: A retrospective, 
developmental, reflective account of the experience of 
training
Child and
Family/People with 
Learning 
DisabilitiesOlder 
People/Specialist -  
Case Report
Cognitive analytic therapy with a young female aged 
17/1 Byears with anorexia nervosa
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